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the CONVER-TABLE 


























A WHEEL STRETCHER SPECIFICALLY DESIGNED 
FOR THE OBSTETRICAL DEPARTMENT 


This wheel stretcher with its exclusive “break top” is a real 
asset to any obstetrical department. It can be converted 

from a stretcher to an OB examining table in a matter of 
seconds. Although basically a stretcher, the numerous 

special features of the CONVER-TABLE have made it what many 
have referred to as “the most versatile stretcher in today’s 
market.” It lends itself to a maximum variety of applications, 
alowing this unit to replace several pieces of equipment. The 
Conver-table is ideally suited for an OB examining table, 

labor bed and OB recovery stretcher. This unit, when 
necessary, can even be conveniently used for labor, delivery 
and recovery without transferring the patient. 

The Conver-table is a valuable adjunct 

to any obstetrical department. 


The Hausted Manufacturing Co 


MEDINA, OHIO 





* Winner of National Packaging Award 


Nurse just tears this new 


foil suture packet* open to 
give your surgeons stronger, 
more pliable surgical gut. 
It’s sterilized by electron beam. 


ETHICON 
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an important solution 
in the 
management of 
resistant staphylococcus infections 


| 


Penicillin (131,056-fold increase) | 


: 





Fold Increase in Resistance 


11 13 15 
Number of Transfers 


DEVELOPMENT OF RESISTANCE BY STAPH. AUREUS TO VAN- 
COCIN AND PENICILLIN—Development of resistance to Vancocin has 
not yet been demonstrated clinically. It is even difficult to ‘‘force’”’ devel gue /ceniisiasiniihite 


opment of resistance in laboratory studies 


VANCOCIN' 


vancomycin, Lilly) 


e Vancocin is bactericidal in readily achieved serum concentrations. 


e Vancocin is effective against antibiotic-resistant gram-positive pathogens. 
Cross-resistance does not occur. 


e Vancocin averts the development of antibiotic-resistant organisms. 


Supplied: 
Only as Vancocin, I.V., 500 mg., in 10-cc. rubber-stoppered ampoules. Before administra- 
tion, the physician should consult essential information contained in the package. 


INDIANAPOLIS 6, INDIANA, U.S.A. 


030101 
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a special report 


Accreditation of Nursing Homes Begins in Buffalo 
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The nursery school children waving at their hospitalized friends on the cover have 
just had a “through the looking glass" preview of what it's like to be a patient 
at Children's Hospital of East Bay, Oakland, Calif. Some of their other ex- 
periences—and their reactions—are shown in the picture story beginning on 
page 47. Cover photo by Betty Jane Nevis. (Other picture credits on page 120.) 
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The nearest thing to barehand 
sensitivity and comfort 


ees gloves are much softer then 
any regular rubber glove but very 
, strong. They are made by B.F.Goodrich 
and called ‘‘Surgiderm’’. 

Because they're so soft, they are more 
comfortable. Less effort is needed to 
flex the fingers. 

“Surgiderm” gloves are made of a 


single tissue-thin layer of pure liquid 
latex. No heavy spots at fingertips, no 
weak spots between fingers. 

Surgeons who use this B.F.Goodrich 
glove say it’s as close to barehand 
sensitivity as you Can get. 

Some gloves made today are extra 
soft, some are very strong, others are 


tissue thin. But the B.F.Goodrich 
““Surgiderm” combines all three—soft- 
ness for comfort, strength for long 
wear, thinness for sensitivity. They cost 
no more than many standard brands 
now on the market. Leading surgical 
supply dealers can fill your order 


promptly. 


B.EGoodrich hospital and surgical supplies 
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Sterilizing the Gut 





the synergistic intestinal bactericide 


It is impossible to sterilize the patient’s gut in your office sterilizer, 
but intestinal antisepsis can be assured by administering Actol be- 
fore and after surgery. 


In vitro tests show Neomycin Sulfate and Polymyxin B Sulfate in 
combination exert a synergistic action from 2 to 10 times as effective 
against susceptible organisms as either antibiotic alone.* 


Actol is bactericidal to both gram-positive and gram-negative organ- 

isms specifically associated with intestinal infections*— 
Escherichia coli - Aerobacter aerogenes - Pseudomonas aeruginosa 
« Staphylococci - Enterococci « Streptococci - Proteus vulgaris - 
Shigella paradysenteriae - Shigella dysenteriae - Salmonella species. 


After oral ingestion, 3% of the total intake is the largest amount 
of Neomycin demonstrated in the urine. The bulk of Actol is ex- 
creted in the feces, permitting effective bactericidal concentration 
in the intestines.* 


Since systemic absorption is insignificant, Actol will not induce 
sensitivity reactions when used as indicated. 


FORMULA: 
Each teaspoonful (5 cc.) contains: 


Neomycin Sulfate U.S.P. 65 mg. 
(Equivalent to 45.5 mg. Neomycin Base) 


Polymyxin B Sulfate U.S.P. 5,000 units 


%* References available on request. 


THe 8.é. IVI assenait COMPANY 


BRISTOL, TENNESSEE 
NEW YORK + KANSAS CITY +» SAN FRANCISCO 
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hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1960 


Aug. 29-Sept. 1—62nd annual meeting, San 
Francisco (Civic Auditorium) 

Feb. 3-4 Midyear Conference of Presidents 
and Secretaries, Chicago (AHA Head- 


quarters) 


MEETING AND INSTITUTE 
CALENDAR 


THROUGH JUNE 1960 
(American Hospital Association institutes 





are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
type. Other organizations in the health 
field are shown in ITALICS.) 


JANUARY 


21-22 Alabama Hospital Association, Bir- 
mingham (Hotel Dinkler Tutwiler) 

21-22 Association of Medical Record Con- 
sultants, Chicago (Morrison Hotel) 

25-29 Nurse Anesthetists, Pittsburgh (Pick- 
Roosevelt Hotel) 

26-28 Community Relations for Hospital 
Auxiliaries, Chicago (AHA Headquar- 
ters) 





one crank positions the litter 
another crank positions the back rest 


back rest 
positioning 
crank 


3-position 
litter crank 





Trendelenburg 
Position 








Horizontal Lift 
Position 





Reverse 
Trendelenburg 
Position 











Nationally 
Distributed 
Through 
Quality 
Dealers 


brochure. 
Sales Representatives In Leading Cities Throughout the Country 


Jarvis) jarvis, Inc. 


“Easier and safer 
for my patient— 
and much less work 
and effort for me.” 


a Handle mechanism 
is color-coded 


for quick 
. identification of 


desired position. 


J & J post-operative stretchers protect the patient 
and simplify the work of the nurses. The 3-posi- 
tion litter crank makes it possible to raise or lower 
the litter to the position required in a few seconds, 
e with no uncertainty or delay. 


The new back-rest crank permits rapid Fowler 
positioning. The back support is securely geared 
to stay rigid in any position between flat and 
maximum elevation. The crank is hinged and 
spring-loaded and is not in the way when not 


é in use. 
For full information write for new J & J stretcher 


PALMER, MASSACHUSETTS 


In Canada: Jarvis & Jarvis of Canada, 1744 William St., Montreal, Quebec 








FEBRUARY 


4-6 American College of Hospital Ad- 
ministrators, Third Annual Congress 
on Administration, Chicago (Morrison 
Hotel) 

6-9 American Medical Association, Con- 
gress on Medical Education and Li- 
censure, Chicago (Palmer House) 

15-18 Obstetrical Nursing Administration, 
Chicago (AHA Headquarters) 

16-18 National Association of Methodist 
Hospitals and Homes, Columbus, Ohio 
(Deshler Hilton Hotel) 

16-19 American Protestant Hospital Associ- 
ation, Columbus, Ohio (Deshler Hilton 
Hotel) 

17-18 Lutheran Hospital Association, Colum- 
bus, Ohio (Deshler Hilton Hotel) 





ADDITIONS, CHANGES ANNOUNCED 
IN AHA 1960 INSTITUTE PLANS 

Changes in its program of institutes 
for 1960 have been announced by the 
American Hospital Association. (The 
1960 AHA institute schedule appeared 
in the Dec. 1, 1959 issue of this 
Journal.) 

The first national Institute on Nurs- 
ing Home Administration to be con- 
ducted jointly by the American Hospi- 
tal Association and the American 
Nursing Home Association has been 
scheduled for June 29 through July 1. 
The institute is designed primarily for 
nursing home administrators. It will be 
held at AHA Headquarters, Chicago. 

A repeat of the December 1959 In- 
stitute on Hospital Design and Con- 
struction has been scheduled for 
March 7 through 10, at AHA Head- 
quarters. 

Two institutes were rescheduled: 
The Institute on Insurance for Hospi- 
tals will take place on April 18-19, 
instead of April 20-21, and the Insti- 
tute on Dietary Department Adminis- 
tration on May 23-27, instead of May 
9-13. Locations of the meetings remain 
unchanged. 





22-26 Association of Operating Room 
Nurses, New York City (Statler Hilton 
Hotel) 

23-25 Quebec Hospital Association, Mont- 
real (Queen Elizabeth Hotel) 

29-Mar. 2 Labor Relations, Chicago (AHA 
Headquarters) 

29-Mar. 2 Methods Improvement, Toronto, 
Ont., Canada (Royal York Hotel) 


MARCH 


7-9 Directors of Hospital Volunteers (Ad- 
vanced), Philadelphia (Bellevue-Strat- 
ford Hotel) 

7-10 Nursing Service Supervision, Kansas 
City, Mo. (Bellerive Hotel) 

7-10 Hospital Design & Construction, Chi- 
cago (AHA Headquarters) 

10 Wisconsin Hospital Association, Mil- 
waukee (Hotel Schroeder) 
(Continued on page 115) 
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WHITE KNIGHT LINENS 


quality you can’t wash out... 


and they last longer! 


It’s remarkable what strong detergents 
and hard wear can’t do to White Knight 
linens. Even after long service they are 
still “patient presentable” — the true 

measure of a quality hospital product! 


Yet, this is a moderately priced 
line. And, a complete line. Sheets, 
blankets, spreads, towels, face cloths — 
just a sampling of the many guaranteed 
products quality marked with the White 
Knight label. Ask your Will Ross, Inc., 
representative to show you all of them. 

















w i L L : General Offices: Milwaukee 12, Wis. 
: Atlanta, Ga. #Baltimore, Md. 
Le 4 © ) &, Ss g ; Cohoes, N.Y. « Dallas, Texas 
+ Minneapolis, Minn. « Ozark, Ala, 
INC. 











PRODUCTS YOU CAN TRUST FROM PEOPLE YOU KNOW 
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Symbol of comfort in the world’s quality-built 
buildings—the Johnson Pneumatic Thermostat. 


Unmatched 

Service — Everywhere! 
Assures Your 

Satisfaction with 

Johnson Control 


When youéquip your building with a Johnson 


Pneumatic Temperature Control System, Johnson 
wants to be certain it keeps your heating, 
ventilating, or air-conditioning systems operating 
at top efficiency for the life of your building. 
That’s why the specialized Johnson organization 
backs its control equipment the way you wish 

all manufacturers would — with full-time, 
factory-trained mechanics, whose only job is the 
maintenance and repair of Johnson Control Systems. 


Johnson maintains the largest and finest service 
organization in its field, with direct branch 
offices and service men located in all principal 
cities across the nation. Periodic inspections 

of your Johnson System can be scheduled at 
any time to suit your convenience. And emergency 
repairs are never a problem. 

Unmatched service is just one of many advantages 
you get with a Johnson Pneumatic Control 
System. Whether you are planning to build a 
new building or to air-condition an existing 
structure, it will pay you to get the facts about 
the superior features of Johnson Control from 
your architect, consulting engineer, or local 
Johnson branch. Johnson Service Company, 
Milwaukee 1, Wisconsin. 


JOHNSON; CONTROL 


PNEUMATIC SYSTEMS 


DESIGN * MANUFACTURE © INSTALLATION © SINCE 1885 
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SQUARE DRESSING 
STERILIZERS ~ 


Maintain the most advanced 
sterilizing techniques... 
within minimum operator time 





The new Square Dressing Sterilizers are 
research-designed to meet the most exacting of 
hospital needs . . . with minimum demands upon 
the time and attention of operating personnel. 
The roomy square chamber readily accepts 
three large trays . . . for maximum production 
and dependable sterilization of dressings, tray 
sets, syringes and needles, rubber gloves, flasked 
fluids and related surgical supplies. 
Made in the Amsco tradition for long, 
dependable service, the Square Dressing Sterilizer Eye level Control Panel includes Indicating — 
reflects the skills of more than sixty years of Recording — Controlling Thermometer and 


Cyclomatic Control. Simple, direct and positive, 


thoughtful and continuing research. Cyclomatic Control begins timing when the 
selected temperature is reached, sterilizes, 
exhausts, and dries the load . . . AUTOMATI- 


Write for Bulletin C-162 CALLY. Saves steps and time for the operator, 
materials and steam for the hospital, and worry 


A E R | Re A N and uncertainty for the staff. 


F CTURER 
STERILIZER cv surcicat srenuizers, tastes, uichts 
and RELATED PRODUCTS. 











ERIE*PENNSYLVANIA 
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Electronic switches 
permit patient to 
control both bed 
height and spring 
positions (A) or 
control spring posi- 
tions only (B). 


® \ 


Fowler or Trendel- 
enburg positions 
easily, automat- 
ically obtained by 
operation of clutch 
release—a Sim- 
mons exclusive! 


% Lis 





No .. SIMMONS NEW ELECTRONIC SWITCH 


--major advance in bed positioning control! 


Here—in Sim-Matic motorized beds—is the most effi- 
cient, most versatile positioning control ever developed! 

Look at what you can do with this control: Give 
patient complete control of bed height and bed spring 
positions—or, control of spring positions only, or no 
control at all. Nurse can flick cutoff switches to remove 
any or all functions from patient control. 

Next, a clutch release—available only on Sim-Matic 
beds— permits automatic, separate operation of head and 


Contract Division »« Merchandise Mart 


Chicago 54, Illinois 


foot ends for Fowler or Trendelenburg positions. 

For protection and safety, electronic conversion unit 
reduces the standard current to 4 volt-milliamp. cur- 
rent—nonshocking, nonsparking. Switch is waterproof, 
nonbreakable. Push buttons operate at feather touch, 
yet are protected from accidental operation. 

Only Simmons offers all these advantages and im- 
provements in motorized beds. Be sure to investigate 
this new Sim-Matic bed soon. 


SIMMONS COMPANY | 


CONTRACT DIVISION i 


DISPLAY ROOMS: Chicago » New York « SanFrancisco + Atlanta + Dallas + Columbus + Los Angeles 


10 
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There is a difference 


It’s difficult to distinguish between the Monarch 
butterfly (on the left) and the almost identical 
Viceroy. Yet the Monarch, because it secretes a 
fluid which is distasteful to birds, is therefore im- 
mune from their attacks — while the Viceroy de- 
pends only on its resemblance to the Monarch to 
keep from being eaten. 


' si ts 4, . 
: # a %t 

r igry 7 
oak 


} 
y | 


Because all brands of medical gases look very 
much alike, the differences between them are 
sometimes overlooked. Ohio Chemical, for ex- 
ample, insures extra-high purity for its gases 
by carefully controlling all stages of their pro- 
duction ... from raw material inspection 
through processing and filling into rechecked, 
clean and freshly painted cylinders. Wherever 
you buy Ohio labeled medical gases, you can 
be sure they exceed U.S.P. requirements. This 
important difference is recognized and appre- 
ciated by the men and women who daily must 
administer these drugs with unquestioning 
confidence. 


Ohio’s colorful 24-page brochure on MEDICAL 
GASES is yours for the asking. Please write 
Dept. H-1 requesting Form No. 4662. 


MEDICAL 
GASES 


Nitrous Oxide 
Cyclopropane 

Ethylene 

Oxygen 

Helium 

Carbon Dioxide 
Helium-Oxygen 
Oxygen-Carbon Dioxide 


Serving the medical 
profession for fifty years 


O ; 1910-1960 
Yoo Chemical 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. ¢ Madison 10, Wisconsin 

Ohio Chemical Pacific Company, Berkeley 10, Calif. « Ohio Chemical Canada Limited, Toronto 2 
* Airco Company International, New York 17 « Cia. Cubafia de Oxigeno, Havana 

(All divisions or subsidiaries of Air Reduction Company, Incorporated) 
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Simple, flexible, low-cost 
Keysort Requisition-Charge Tickets 
from Royal M°Bee provide the means for 
~ sound hospital administration 


With original multiple-part 














Keysort Requisition-Charge 


SMITH MARY _ 292 : : : 
SPL t=) 8.7. J Tickets, your nurses can’t get lost in paper- 








work! Because copies are simultaneously 





provided for nursing station, patient’s chart, 





lab file and business office, they get fewer 
forms to handle... you get uniformity of 
requisitioning and charging procedures. 


Using the designed-for-hospitals Keysort 


oat 


Data Punch, nurses automa- Asif 
(lle =f 
tically code-notch andimprint | (Cd 
these Charge Tickets in one simple opera- 
tion ...thus insure both the inclusion of 
complete, accurate information and the 
means for simple mechanical sorting. With 
the Keysort Tabulating Punch, Charge Tick- 


—"MF=e_ ets are swiftly, easily processed 


it provide the timely reports you 
need on revenue analysis, service-depart- 
ment statistics, patient billing. It’s done 
without disruption, without extravagant ex- 
pense. To learn more about low-cost Keysort 
hospital procedures, call your nearby Royal 
McBee Data Processing Representative, or 
write Royal McBee Corporation, Data Proc- 
essing Division, Port Chester, New York for 
brochure S-442. 


ROYAL MCBEE - data processing division 


NEW CONCEPTS IN PRACTICAL OFFICE AUTOMATION 
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inireducing He authons ec ake 


Sister Patricia Ann, O.S.F., assistant 
administrator of St. Joseph’s Hos- 
pital, Syracuse, N.Y., describes in 
her article the 
hospital’s secu- 
rity ‘program, 
which is han- 
dled by a pro- 
fessional agency 
on a contract 
basis (p. 43). 

A member of 
the American 
College of Hos- 
pital Adminis- 
trators, Sister 
Patricia Ann has been active in 
regional and local hospital council 
activities. She has served as vice 
president and member of the boards 
of directors, Central New York 
Regional Hospital Council, Inc. and 
as vice chairman of the Syracuse 
(N.Y.) Hospital Council. 

A member of the American As- 
sociation of Hospital Accountants, 
Sister Patricia Ann is on the board 
of directors of the association’s 
Syracuse chapter. 


SR. PATRICIA ANN 


Edmund J. Shea and Mrs. Helen R. 
Johnson, R.N., tell how each member 
of the hospital team can relate his 
contribution to total hospital serv- 
ice in their article on p. 55. Mr. 
Shea is administrator of Indiana 
University Medical Center, Indi- 
anapolis, and Mrs. Johnson is as- 
sociate director of nursing services 
at the Center. 

Mr. Shea has been associated with 
the Indiana University Medical 
Center since 1936. He served as 
chief medical record librarian, per- 
sonnel director and assistant ad- 
ministrator before his appointment 
as administrator of the Center in 
1952. 

Mr. Shea has been actively en- 
gaged in national, state and local 
hospital association activities for 
many years. He currently serves 
as chairman of the American Hos- 
pital Association group on the 
AHA Joint Committee with the 
American College of Radiology. 
He formerly served as a member 
of the Committee on Veterans Re- 
lations, of the Association’s Coun- 
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cil on Government Relations. 

A past president of the Indiana 
Hospital Association, Mr. Shea 
currently serves as treasurer and 
a member of the board of directors 
of that association. Last year Mr, 
Shea was named recipient of a 
Tri-State Hospital Assembly award 
for his outstanding service to In- 
diana hospitals. Each year the As- 
sembly presents a service award 
to one administrator in each of 
the four states participating in the 
Assembly’s activities. 

Mr. Shea is a fellow of the 
American College of Hospital Ad- 
ministrators. 

In addition to serving as associate 
director of nursing services at the 
Indiana University Medical Center, 
Mrs. Johnson holds the position of 
assistant professor on the faculty 
of the Center’s school of nursing. 

Mrs. Johnson began her nursing 
career at the Medical Center. She 


served at the Center for six years 
before becoming an instructor in 
the Red Cross volunteer nurse aide 
training program. She then joined 
the Veterans Administration and 
for eight years was on the staff of 
the two VA Hospitals in Indian- 
apolis. Her positions included as- 
sistant chief of nursing education 
and chief of nursing service. 

Mrs. Johnson is a past president 
of the Indiana Public Health As- 
sociation and the Indiana State 
Nurses’ Association. She has also 
served as vice president of the 
Indiana League for Nursing and 
chairman of the nurses’ section, 
Tri-State Hospital Assembly. She 
is a member of the Indiana State 
Board of Health. 

Mrs. Johnson received her R.N. 
and her B.S. degree from Indiana 
University and her master’s degree 
from Butler University, Indian- 
apolis. 








READ HOW 


TELKEE 


ANSWERS 
THAT 

1018] Bale), | 
FOR YOU 


Free illustrated booklet shows you how TELKEE saves you time 
and money, gives you new convenience. 


Stops time wasted locating lost or borrowed keys 
Eliminates expensive lock replacement and repairs 
Organizes all your keys in one convenient system 
What’s more, TELKEE guarantees maximum security and privacy 
—keeps keys in authorized hands, always. 


TELKEE’s in control, wherever keys are used—in offices, fac- 
tories, stores; in schools, hospitals, housing; in industry, institu- 
tions, transportation, and government. 


ee ee a 
P. O. MOORE, INC., Glen Riddle 4, Pa. 
Please send free TELKEE Booklet 











State 
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Now... from Gurity 


New Kotex-Kleenex 
pre-pack provides new 
convenience in self-care 


Super soft, extra length maternity pads... pre-packed 
with full-size Kleenex tissues ...for complete perineal care 


One convenient package, one brief explanation—and 
the maternity patient has all she needs for self-care. 

You save in several ways. You avoid the costly bulk 
and bother of separate napkins and wipes. Directions 
are on the package. Patient needs but scant instruc- 
tion. Higher retention of the Kotex pad means fewer 
changes. Reduces cost per patient-day. Saves on linens. 

Arranged to permit aseptic technique, the 12-inch 
Kotex pad is folded to assure sterility of the face of 
the Wondersoft* covering. Four Kleenex tissues are 
packed in the fold, ready for easy, aseptic removal. 
Hands need never touch the contact surface. 

See your Curity® representative now, for the new 
economy and convenience in post-partum care. 


Kotex 


MATERNITY PADS 
A Product of 
KI MBERLY- oLaRK 499 CORPORATION 


*Reg. T. M. of the Kimberly-Clark Corp. 
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Kotex-Kleenex No. 1662 individual pre-packs packed 34 doz. per case. 
Other hospital Kotex pads available in bulk, in bags of one doz. pre- 
packs, in individual pre-packs and pre-packed with 4 Curity cotton balls. 


DISTRIBUTED BY 


THE KENDALL comrany 
BAUER & BLACK 


DIVISION 
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| STEROXCIDE STERILIZATION ” 
Helps Control STAPH 


_ 


t cen Tet 


“ 
1 
: 


. 
‘e¢ Sas 
» 


aes 


BAS 2 ,. @ ah 
: P| 1 i 


j 
j 


| 


bal 


Baw 


| 
i | 
‘f 


f 


Be SAFER...with Cas#Lle_ STEROX-0-MATIC 


Investigation has proved beyond doubt that the 
alarmingly high incidence of hospital Staphylococcus 
can be traced in part to improper methods of sterilization. 

That’s why Castle’s new Steroxcide Sterilizers can be 
so important to you. The low-temperature Steroxcide 
System kills all microbial life—gives positive steriliza- 
tion—yet can’t harm delicate instruments and mate- 
rials. Damage from high heat and/or moisture content 
of the dry heat or steam systems is avoided. 

Blankets, mattresses, pillows and other personal con- 
tact items normally dry cleaned only, can now be inex- 
pensively STERILIZED as well. You can also sterilize 
such equipment as incubators, bassinets, heart-lung 
oxygenators, and a whole host of smaller articles— 


NOW...STERILIZE ALL HEAT AND 


catheters, scoped instruments, intravenous tubing, 
rubber gloves, anesthesia masks, “‘sharps,”’ eye instru- 
ments, cameras and many items difficult or impossible 
to process by ordinary means. 


EXPENSIVE?...NO!...1N FACT, 
IT CAN SAVE YOU MONEY! 


Rubber gloves can be Steroxcide Sterilized countless 
times without losing elasticity or tensile strength. Using 
Steroxcide, a 416-bed Eastern hospital reduced its glove 
replacement 60% in one year . . . a total $3,678 saving 
on gloves alone! Real savings . . . which can be yours 
with Castle Steroxcide Sterilization. 


MOISTURE SENSITIVE SUPPLIES 


MORE INFORMATION? SEND COUPON > 
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LIGHTS AND STERILIZERS 


WILMOT CASTLE CO. 
1702-1 E. Henrietta Rd. 
Rochester 18, New York 
Please send details on 
the Castle Sterox-O- 
Matic Gas Sterilizer. 


3 | NRE STERRE Rees at unesncnerrmtme se pss iso 


Address..... 
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A_SPECIAL REPORT— 





Accreditation of nursing homes 


begins in Buffalo 


8 DAY LAST November, Chester J. Furgala, oper- 
ator of the Furgala Nursing Home in Lancaster, 
N.Y., a suburb of Buffalo, received a letter notifying 
him that his home would shortly receive a certificate 
testifying to its full and unqualified accreditation. 

The letter and the certificate to come represented 
an achievement for the nursing home, for it had been 
inspected by an independent agency and had met and 
surpassed a set of standards developed for judging 
the quality of care offered. 

For Mr. Furgala, this was also a personal achieve- 
ment, for he, as president of District 10 of the New 
York State Nursing Homes Association, had been part 
of a group that had spent a good deal of time develop- 
ing an accrediting organization devoted to “promoting 
high quality of nursing home care in all its aspects in 
order to give patients the greatest benefits that nurs- 
ing homes have to offer’’. 

Council for the Accreditation of Nursing Homes, 
Inc., is the outgrowth of more than two years of de- 
velopment and planning by a group representing hos- 
pital and public health organizations, medical socie- 
ties, prepayment plans, and nursing home operators. 
Incorporated last July with headquarters in Buffalo, 
the organization initially will be concerned mainly 
with the approximately 90 nursing homes in western 
New York, but under terms of its incorporation can 
extend its accrediting services throughout the United 
States and Canada. 

Officers of the council and the groups they repre- 
sent are: President, E. Dean Babbage, M.D., Hospital 
Service Corporation of Western New York (Blue 
Cross); vice president, Max Cheplove, M.D., Erie 
County Medical Society; treasurer, James A. Dolce, 
M.D., Erie County Health Department; and secretary, 
Charles E. Braithwaite, Hospital Service Corporation 
of Western New York. 

The council’s bylaws provide for a board of direc- 
tors of up to 25 members, which will permit active 
entry of groups from other areas as the program ex- 
pands. The present board of directors numbers nine. 


‘MORE WORK AHEAD’ 


“Even after two years of talking and planning,” 
says Mr. Braithwaite, “there is far more work ahead 
of us than is behind us.” 

Mr. Braithwaite was a member of a self-appointed 
citizens’ committee that two years ago began meeting 
to discuss the need for improvement in the quality of 
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nursing home care available in the community and 
for the development of standards by which to meas- 
ure nursing home facilities. 

The committee, known as the Committee on Nurs- 
ing Homes, was aware that even though some stand- 
ards for nursing homes were defined by state law, 
there apparently were many possibilities for avoid- 
ance of meeting these standards. 

Physicians, hospitals and the nursing homes them- 
selves saw a continuing program of judging and im- 
proving nursing home care as a means for relieving 
a shortage of acute care beds and lowering costs 
to patients who could be transferred to such facilities. 
Local Blue Cross-Blue Shield Plans, which recently 
had made an extended benefit rider covering nursing 
home care available to contract holders, saw the need 
for an independent agency which would establish 
standards for nursing homes and in so doing assure 
contract holders of high quality care. 


ACCREDITING PROCEDURE 


The procedure followed in accrediting nursing 
homes is similar to that of the Joint Commission on 
Accreditation of Hospitals. Upon application from a 
nursing home, the council sends out a field inspector 
who grades the home on its compliance with local and 
state laws, nursing and medical care, medicine and 
drugs, diet, sanitation, records, recreation and reha- 
bilitation facilities. In Erie County, where there is a 
well organized public health department, these in- 
spections have been made concurrently with inspec- 
tions routinely made by the county. In the other four 
counties in the area, inspections are made solely on 
behalf of the council by two trained public health 
workers employed on a part-time basis. The inspec- 
tors’ findings are recorded on a weighted check list 
with a score to be totaled in each of these areas. 

Standards are based mainly on those required by 
law, with a few “pluses”, but not so many as to dis- 
courage homes from applying for accreditation. The 
council plans to gradually raise requirements as 
standards improve. According to present plans, 
homes will be reinspected once a year. 

Findings of the inspectors are turned over to the 
council’s accreditation committee for study and rec- 
ommendation to the council’s board of directors that 
the home be granted accrediation, provisional ac- 
creditation, or be refused accreditation. 

Homes scoring 75 per cent or more on the accredit- 
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ation index and having no deficiencies according to 
check list standards are given full accreditation. 
Those scoring more than 75 per cent and considered 
worthy of accreditation but deficient in some non- 
critical way are given probationary accreditation 
with a certificate good for six months. Those scoring 
between 70 and 75 per cent but deficient in a more 
serious way are given six months provisional accred- 
itation, contingent on making certain improvements. 
Homes scoring less than 70 per cent are not accredited 
and are given the reasons for the decision. 

Many of the homes that have failed to meet these 
first requirements probably never will, according to 
Mr. Braithwaite, because they are “representative of 
a dying era” of small homes with severely limited fa- 
cilities, services and personnel, and are operated on 
a slim financial footing. 


ONLY HALF HAVE APPLIED 


Only about half of the nursing homes in the Buffalo 
area have applied for accreditation thus far. Accord- 
ing to Mr. Braithwaite, this is not surprising, since 
the homes have been rather loosely organized and 
close communication and unity of purpose have been 
largely lacking. He expects that the continuing cam- 
paign by the local nursing homes organization to 
encourage operators to participate eventually will 
have its effects. 

So far, the council has operated on a small grant 
from the local Blue Cross-Blue Shield Plans and con- 
tributions from the state and local nursing home as- 
sociations. Although the council expects to receive 
other contributions—perhaps including grants from 
national organizations and foundations—it eventually 
expects to set up a fee schedule for participating 
homes to finance the program. 

Although Blue Cross-Blue Shield has agreed to 
consider applications for operating agreements from 
accredited nursing homes, so far only a few patients 
with extended coverage riders have been admitted to 
accredited homes and no formal agreements have 
been written. 

The operating contract with nursing homes states 
that within three months after a subscriber is admit- 
ted, a cost audit will be made of the home’s operation 
to determine the basis for payment. The cost audit 
would establish per diem costs for the home for the 
previous fiscal year, then add a certain percentage for 
subsequent cost increases. As with hospital cost au- 
dits, cost of making the yearly audits will be divided 
between the Plan and the nursing home. 


REIMBURSEMENT SCHEDULES 


Frank Evans, vice president of the Hospital Service 
Corporation of Western New York and chairman of 
a subcommittee of the accreditation council charged 
with developing reimbursement schedules for nurs- 
ing homes, says he and his committee expect to en- 
counter problems in compiling cost data from various 
homes. Accounting systems are vastly dissimilar and, 
because the operator often lives on the premises, per- 
sonal expenses are likely to be intermingled with op- 
erating expenses. 

Mr. Evans said that once the committee has pro- 
duced mutually aeceptable figures, it would immedi- 


ately be faced with other problems that do not arise 
in dealings between Blue Cross and voluntary hos- 
pitals. These problems would all stem from the fact 
that most nursing homes are proprietary: 

1. Return on investment. This figure would have 
to be computed on an individual basis, and would take 
into consideration some of the risk factors involved 
in nursing home financial operation. 

2. Return for personal services. This computation 
would have to consider the operator’s earning power, 
professional training, size of the nursing home, and 
other factors. 

3. Return of a reasonable profit. This rate might 
consider a method of returning profit that recognizes 
both the dollar level of costs and a profit on a per- 
day-of-care basis. 

A schedule of ceilings, or maximum amounts, to 
govern payments to nursing homes is also under con- 
sideration. Mr. Evans said a system of maximum and 
minimum cost reimbursement would be subject to re- 
vision after agreement by both parties. The operat- 
ing agreement would provide for compensation of the 
nursing home for improvements in patient care fa- 
cilities and services. 


LOCAL PUBLICITY NEEDED 


Bringing the story of the progress being made by 
nursing homes in improving levels of care to the at- 
tention of hospitals, physicians and the community 
will be a major problem in the future of the accredit- 
ation program, Mr. Braithwaite said. “Everything 
that has happened so far or is being planned will be 
of no use unless these groups are made fully aware 
of it,” he said. 

Mr. Braithwaite also sees the need for an education 
program among nursing home operators to acquaint 
them with the long-range goals of the program. A 
problem the council already has been facing is mak- 
ing it clear to nursing home operators that the pro- 
gram and Blue Cross are not one and the same thing. 
This situation, Mr. Braithwaite suggests, stems from 
the fact that Blue Cross-Blue Shield has been an ac- 
tive supporter of the plan from the beginning. 

The need for closer coordination between hospitals 
and nursing homes was also expressed by Mr. Fur- 
gala. One step in this direction taken by the nursing 
homes association has been the publication of a direc- 
tory of homes in the area. Mr. Furgala said the di- 
rectory is designed to acquaint hospitals, physicians 
and the public with available facilities. Mr. Furgala 
said he believes that the accreditation program is 
more effective right now if developed and applied 
locally, but that a national effort eventually would be 
desirable. 

As for growth of the accreditation council within 
its corporate charter, Joseph M. Kerrigan, executive 
vice president of Western New York Medical Plan 
(Blue Shield) and one of the incorporators of the 
council, said he believes it is quite likely that the 
program will extend throughout the state of New 
York. If and when the program spreads to other areas 
of the country, he said, local programs probably will 
be developed to suit local circumstances, with some 
liaison activity and information exchange from one to 
another. Ld 
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B PATHOLOGISTS VOTE ON BILLING PRAC- 
TICES—At its recent meeting, the 
board of governors of the College 
of American Pathologists approved 
a recommendation of the college’s 
Committee on Hospital and Insti- 
tutional Relations to require that 
bills for pathology laboratory serv- 
ices be rendered in the name of 
the pathologist and identified as 
medical services. 

The board’s motion stated that 
“fees for the services of patholo- 
gists must be collected in the name 
of the pathologist, either by him 
or by the institution or other agent 
designated by him as his collecting 
agent, and that the service must 
be properly identified to the pa- 
tient as a medical service.” 

The college also announced that 
it will inform all members of this 
action and send special letters to 
professors and chiefs of depart- 
ments of pathology in university- 
affiliated hospital laboratories, 
suggesting that they attempt simi- 
lar designation of services in their 
names, where it can be appropri- 
ately done. 

Members are to inform the col- 
lege before July 1 whether or not 
their names appear on the bills 
rendered for their services by hos- 
pitals or other institutions acting 
as collecting agents. The college 
then intends to send letters to the 
boards or medical staff presidents 
of hospitals that have not adopted 
the practice, urging their coopera- 
tion. 

In announcing its board’s action, 
the college pointed out that this 
billing practice is similar to that 
recommended by the American 
College of Radiology for radiology 
services. 


> NATION’S 1958 HEALTH EXPENDITURES 
REACHED $16.4 BILLION—The 1958 
expenditure for health care of 
$16.4 billion was higher by $1 
billion than the 1957 amount, the 
Social Security Bulletin reported 
last month. Of this 1958 amount, 
prepayment and insurance com- 
panies contributed $3.9 billion in 
benefits paid. Hospitalization ex- 
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digest of NEWS 





penses accounted for 31 per cent 
of the nation’s health bill, showing 
a 1 per cent proportionate increase 
since 1955. 

The cost of medicines and ap- 
pliances was lower than the cost 
of hospitalization, but higher than 
payments for physicians’ services. 
Per capita payments for health 
care generally continued their up- 
ward trend during 1958. (Details 
p. 108.) 


> PHYSICIANS CURB ADMISSIONS IN 
CONFLICT WITH HOSPITAL BOARD—The 
board of trustees of the Cam- 
bridge-Maryland Hospital last 
month suspended the hospital’s 
chief of surgery. In protest, the 
medical staff refused to treat non- 
emergency cases in the hospital. 
The physicians also demanded the 
dismissal of the hospital’s adminis- 
trator. Attempts at choosing a 
mediation agency acceptable to the 
physicians failed in the first weeks 
of the conflict, while both parties 
firmly held their chosen positions 
—one supporting the administra- 
tor, the other the chief of surgery. 
(Details p. 105.) 


® HOSPITAL CONSTRUCTION DECLINE, 
CAPITAL NEEDS NOTED—For the first 
nine months of 1959, new private 
hospital construction was valued 
at $425 million, according to the 
American Association of Fund- 
Raising Counsel, Inc., New York. 
This figure represented a 7 per 
cent decline over the comparable 
1958 period. Current philanthropy 
furnished approximately $150 mil- 
lion of the amount spent for new 
construction, AAFRC said. 

The association estimated that 
the capital needs of hospitals would 
be $500 million annually for the 
next 20 years, and that approxi- 
mately 55 per cent of this amount 


should be obtained from private 
sources. 

Disparity between patient 
charges and hospital costs is grow- 
ing, AAFRC said. It amounted to 
approximately 95 cents in 1957, 
while in 1958 hospitals lost ap- 
proximately $1.52 on each patient. 
Thus, funds normally earmarked 
for construction had to be used to 
make up the deficit. 

The association attributed the 
decline in private hospital con- 
struction partly to rising costs of 
care and construction and pointed 
out that the cost of a new bed to- 
day is approximately $24,000— 
more than double the 1948 price. 


> HOSPITAL PHARMACY: SUBJECT AT NA- 
TIONAL SCIENCE CONFERENCE—Because 
the health of its people is an 
economic asset as well as a social 
blessing, any government will seek 
to regulate the means of preserv- 
ing it, said Oliver J. Neibel Jr. 
Mr. Neibel, who is assistant attor- 
ney general of Washington State, 
spoke on state regulation of hos- 
pital pharmacy practice at a ses- 
sion on hospital pharmacy held 
during the 126th annual meeting 
of the American Association for 
the Advancement of Science. 
Other subjects covered at the 
pharmacy session included the 
planning of hospital pharmacies; 
the role of the pharmacist in edu- 
cation—nursing education in 
particular; the use of disposable 
injectables and of investigational 
drugs, and the labeling of hazard- 
ous chemicals. (Details p. 105.) 


> ADMISSION RATE HIGHER FOR MEN 
OVER AGE 60—At ages 60 and over, 
the hospital admission rate for 
men is higher than for women. 
However, since men stay a shorter 
time than women, their over-all 





Worth Quoting 


“The world is full of specialists, crowded with systematic hermits pre- 


occupied with the minutiae of their own caves but beyond their caves 


modest but deliberate ignoramuses.”—Alan Gregg, M.D. 











use of hospital service is less than 
that of the women. These facts 
were brought out in a survey of 
Metropolitan Life Insurance Com- 
pany office and field personnel. The 
persons surveyed were all pro- 
tected under a hospitalization in- 
surance program. 

The annual hospitalization rate 
increased with age for women: it 
was 73 admissions at ages 60 to 64; 
108 admissions at 65 to 74, and 137 
admissions at 75 and older. For 
men, this rate started with 159 ad- 
missions, then dropped to 144 for 


ages 65 to 74, but rose sharply, to 
185, for men 75 and older. 

The average stay was 16.8 days 
for men, and 27.8 days for women. 

The length of stay increased 
steadily with age for both men 
and women. Among males, it rose 
from 13.3 days at ages 60 to 64 to 
24.6. days at ages 75 and over. 
Among the women, the average 
rose correspondingly from 16.3 to 
37.5 days. 


> WASHINGTON REPORT—Hospital 
costs, urban and rural hospital con- 
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“They weren’t going to let me come, but I told them that 
Everest & Jennings were the names of two St. Bernards.” 


NO. 33 IN A SERIES 








That “go-get-’em” spirit comes 
naturally to patients in 
Everest & Jennings chairs. Nurses, too, 
like their smooth, effortless handling. 
But even dearer to hospital hearts 
and budgets is the fact that these 
chairs practically refuse to wear out. 
In the long run, they cost you less. 


New, Lightweight 
Everest & Jennings chair 
weighs only 24 pounds! 


Specify EVEREST & JENNINGS chairs 


for your hospital 


EVEREST & JENNINGS, INC., 1803 PONTIUS AVE., LOS ANGELES 25, CALIF. 
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struction were discussed by Jack 
C. Haldemann, M.D., chief of the 
Public Heaith Service’s Division of 
Hospital and Medical Facilities, at 
a recent annual conference of state 
and territorial hospital officials 
held by the U.S. surgeon general. 
(Details p. 100.) 

@ The largest single grant for 
research on the aspects of aging 
has recently been awarded by the 
federal government to Massachu- 
setts General Hospital, Boston. 
Other moneys have been awarded 
to more than 40 projects for re- 
search in this field, 

Five hospitals received federal 
awards for other types of medical 
research. (Details p. 102.) 

@ The Civil Service Commission 
has choosen Aetna Life Insurance 
Company, Hartford, Conn., as the 
carrier of the government wide 
indemnity benefit plan for federal 
employees. The indemnity plan is 
one of four to be offered under the 
Federal Employees Health Benefits 
Act, enacted last year. The dead- 
line for the start of the program 
is July of this year. (Details p. 
102.) 

@ Major changes in the federal 
programs which finance public 
assistance have been recommended 
by the Advisory Council on Public 
Assistance. Among the proposed 
changes were those affecting resi- 
dence requirements, aid to depend- 
ent children, cause of need of 
public assistance; methods of fed- 
eral aid to states, and general in- 
equities between programs sup- 
ported by federal funds. (Details 
p. 103.) 


» BLUE CROSS ASSOCIATION BECOMES 
MEMBER OF NATIONAL HEALTH COUN- 
citi—At the close of 1959, the Blue 
Cross Association was voted into 
membership in the National Health 
Council, New York. The American 
Nursing Home Association and the 
Society of Public Health Educators 
were admitted to membership at 
the same time. The American Hos- 
pital Association became a mem- 
ber of the council earlier last year. 

With the new additions, mem- 
bership in the council reached a 
total of 70 national organizations. 
The council first began functioning 
in 1921 to offer opportunities to 
national health organizations to 
work together for health improve- 
ment, 
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the 
Royal-Matic 
hydraulic-powered 
Hi-Lo Bed 


dual push button controls 
for nurse or patient! 


exclusive foaturee: Twin “push-button” control units 


permit completely individual move- 


no gears, no chafte! ments of bed ends and spring sec- 


tions. Nurse or patient may adjust 

no underbed bed precisely for all positions, with 
amount of patient control at discre- 

le | tion of doctor or nurse. Exclusive, 

clutch adjustments b 4 single pedestal hydraulic action gives 
instantaneous stops and starts .. . 


quiet, gentle smooth, quiet movement. Factory- 
sealed hydraulic system eliminates 

h d if 1 complicated under-bed mechanisms, 
Y rauic action! messy oilings .. . reduces main- 
tenance to the vanishing point. 


ee, es 3 ; convenient Royat-Matic has all the standard 


My gs tiey, 
Royal Hi-Lo design and construction 


st o dual—control unite! features . . . priced far lower than 


you might imagine! 











Write today for complete Royal-Matic information and prices: 
Both head and foot of One unit controls 


bed frame individually _individual operation Royal Metal Manufacturing Company 
vac rahe hae Se a One Park Avenue, New York 16, New York, Dept. 7-A 





IMPERIAL Il 


DIAGNOSTIC UNIT 


X-ray with tomorrow's touch 


DESIGNED TO EXCEED REQUIREMENTS FOR THE MOST COMPLEX 
EXAMINATIONS, AND HEAVIEST PATIENT SCHEDULES. When you're serious 
about an Imperial II, you’ve clearly reached the point where you need more than just a good 
x-ray unit. You’re concerned with performance that runs the gamut from routine films to difficult 


radiopaque-injection studies ... with greater operating efficiency that will offset the strain of 
increasingly heavy schedules ... with extremely precise control over all factors involved in 
fluoroscopy and radiography. More than that, you expect perfected “handling” qualities— 
response fast as a reflex during critical moments of fluoroscopic screening. 

Facts about the technical superiority of Imperial II are easy to obtain. But handling can only 
be appreciated first hand. So we recommend your G-E x-ray representative arrange to have you 
personally meet a new Imperial II in your area. At the same time, he can provide full back- 
ground on ranges, flexibility and features. Or write us at X-Ray Department, General Electric 
Company, Milwaukee 1, Wisconsin, and ask for Pub. 1001F. 


Progress Is Our Most Important Product 
GENERAL @@ ELECTRIC 
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ST. ALPHONSUS HOSPITAL, PORT WASHINGTON, WISCONSIN 
. . . Imperial IL diagnostic x-ray installation recently completed in the Depart- 
ment of Radiology, part of this hospital's continuing program to provide the 
most modern, complete diagnostic facilities. 





AUTOMATIC SPOT-FILM DE- 
VICE—introuuces reflexomatic- 
touch controls with feather-light 
“feel.” Steezs with fingertips .. . 
and almost thinks for itself in spot- 
filming. Exposures programmed in 
advance on “glow dial." Available 
with G-E sealed phototiming. Ac- 
cepts either molded-rubber or metal- 
frame cassettes. 


fs 


ROOM-ROVING OVERHEAD 
TUBE HANGER--moves to any 
desired height and area in the room 
instantly, Tube unit fully counter- 
balanced and self retaining at all 
positions. Also introduces exclu- 
sive “disappearing-cable” routing— 
cables visible only at tube column 

. no draping loops to pull and 
drag, or snare projections. 


GENERAL E€E 


Le 


RAPID SWITCHOVER FROM 
FLUOROSCOPY to radiography. 
Tube unit instantly duplicates fluo- 


RECIPROMATIC BUCKY— 
deluxe Super-Speed type—ac- 
cepts interchangeable grids. 
Clean radiographs even at speeds 
as fast as 1/60th second with 
proper grid selection. Safety de- 
signed for fluoroscopy with . 
automatic shutter-limiting device 
and table slot closure. 


CTRIC 


IMPERIAL I 


UNLIMITED TRENDELEN- 
BURG—Table range 180°. An- 
gulation speed variable in keep- 
ing with type of examination and 
physical condition of patient. 
Elective right- or left-hand opera- 
tion in fluoroscopy. And Imper- 
ial-I] guarantees the ability to do 
upright radiography using full 
6-ft. target-film distance, table 
vertical either direction. 





lets you set the stage for improved technics in diagnostic examinations 


to work at ease. Or radiograph on a hospital cart in any open 
floor area. And you can always count on preferred target-film 
distance and tube angle. X-ray tube glides into position at 
fingertip touch, without use of motors. Saves valuable time 
and reduces the need to manipulate patients. 


NEW OVERHEAD TUBE HANGER —puts the 
entire diagnostic room to work for you! X-Ray tube moves 
freely from wall to wall, corner to corner, throughout the 
room. Now you can spot your cassette changer and other 
auxiliary radiographic equipment where there’s ample room 





Now-lease the General Electric X-Ray equipment 
of your choice, including the Imperial Il, through 
the exclusive Maxiservice plan 


You can have the x-ray equipment you want right now, without capital invest- 
ment, through the G-E Maxiservice rental plan. All you pay is a small, fixed 
monthly service charge for the diagnostic and therapy installation of your 
choice! And only Maxiservice covers everything to rule out surprise charges. 


@ Maxiservice makes it easy to keep abreast of new developments in x-ray 
. .. beats obsolescence losses once and for all. You can add or exchange equip- 


ment without trade-in loss or capital expenditure. 


@ Maxiservice includes, at no further cost, regularly scheduled maintenance, 
as well as emergency repairs, keeping your equipment in top condition always. 
No tube-replacement charges either—if a tube should fail, it is quickly re- 


placed without extra cost to you. 


@ Maxiservice also includes cost-saving extras ... helps reduce your book- 
keeping problems: General Electric absorbs all property taxes, pays for 
insurance on equipment, and takes full charge of keeping records and main- 
taining policies in order and force. 

In every way, Maxiservice is a complete and continuing program designed 
to save you time and expense—and with no more trouble than maintaining 
your telephone service. For details, contact your General Electric x-ray 
representative. Or write directly to us for a copy of our 12-page Maxiservice 
booklet: X-Ray Department, General Electric Co., Milwaukee 1, Wisconsin. 
Ask for Pub. 1007. 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 
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Putting loyalty to the test 


Dear Sir 

We Minneapolitans recently wit- 
nessed a bus strike and although 
most of the repercussions were not 
to our liking, we enjoyed some 
gratifying and humorous results. 
We considered one incident ex- 
tremely noteworthy, so we thought 
that we would share it with you. 

Lambert Stole, a janitor in the 
housekeeping department of Fair- 
view Hospital, Minneapolis, is one 
of our most faithful and conscien- 
tious employees. The limits of his 
loyalty were given the acid test 
on the first day of the bus strike. 

The evening before the strike, 
Lambert stayed up later than usual 
to hear the late news and to learn 
if the strike had been called. The 
strike was called, so he set his 
alarm for 2 a.m., so that he would 
be able to catch the last bus from 
his area before the 4 a.m. strike 
deadline. Lambert arrived at the 
hospital at 3:45 a.m. (see photo) 
and then waited patiently until 6 
a.m, to punch in and start his day’s 
work. 

The incident with Lambert Stole 


WHEN a bus strike was called recently in Mi 


gave all of us at Fairview Hospital 
a resurgence of pride for having 
such a loyal worker on our staff 
and for being associated with him. 
—CaRL N. PLATOU, administrator, 
Fairview Hospital, Minneapolis. ® 


Facilities for alcoholics 


Dear Sir 

I read with interest the article, 
“Nonsegregated Hospitalization of 
Alcoholic Patients in a General 
Hospital” in the November 16 is- 
sue of your Journal. St. Michael 
Hospital is the general hospital in 
Milwaukee that cares for alcoholic 
patients. Our Alcoholic Clinic was 
inaugurated in 1948. Our experi- 
ence is similar to that cited by the 
authors of the above mentioned 
article. 

Hospital representatives inter- 
ested in studying or developing a 
program to help persons with al- 
coholic problems are welcome to 
visit St. Michael’s to learn how the 
program works. We have found 
that the Alcoholic Clinic is a worth- 
while service to the individuals, 
their families and the community. 
—SISTER M. JEANNE, P.H.N., ad- 


lis, Lambert Stole, janitor in the house- 





P 


keeping department at Fairview Hospital, Minneapolis, arose at 2 a.m. so that he might 
make the last bus to the hospital before the strike was effected. This necessitated his 
getting up 4 hours before work and waiting 2 hours and 15 minutes before punching in. 
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LETTERS TO THE EDITOR 


ministrator, St. Michael Hospital, 
Milwaukee. = 


Surplus property 


Dear Sir 

On page 21 of the November 16 
issue of the Journal I noted the 
item ‘Hospital buys blankets at 
bargain prices” in the Opinions 
and Ideas section. I would like to 
know how to contact the Surplus 
Property Division in Michigan to 
see if I, too, can realize some of 
the bargains that Mrs. Walpole 
found through the agency in New 
York State—CARL MAXAM, pur- 
chasing agent, Marlette (Mich.) 
Community Hospital. 


Editor’s Note: The agency for sur- 
plus property in the state of Michi- 
gan is the Federal Surplus Prop- 
erty Section, 300 E. Michigan Ave., 
Lansing. 

Readers in other states who may 
wish to learn the name and loca- 
tion of regional and state agencies 
for surplus property distribution 
will find the information in the 
booklet, Acquiring Surplus Prop- 
erty for Health, Educational or 
Civil Defense Use. The booklet is 
available from the Superintendent 
of Documents, U. S. Government 
Printing Office, Washington 25, 
Dx. & 


Cancellation notice 


Dear Sir 

Since my transfer to Washing- 
ton, I now have access to our 
library copy of your Journal and 
other associated information. 
Therefore, I do not intend to re- 
new my subscription this year. 

I would like to thank you for the 
excellent assistance that I have 
had from your library, and con- 
gratulate you on the content of 
your publication. 

When I am transferred from the 
Washington area, I will again re- 
new my subscription with your 
organization.—LT. CoL. Patrick J. 
PorapHREY, USAF, MSC, Office of 
the Surgeon General, Headquar- 
ters United States Air Force, 
Washington, D.C. * 
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among the new, specialized 0. R. dressings is the 


MT. SINAI 
TONSIL SPONGE 





2 ae procedure demands 
maximum precautions against aspi- 
ration. Specially designed, these 
highly absorbent cotton-filled 
sponges are securely fastened with 
slip-proof knot to 12” string. The 
greater the tension, the firmer the 
knot. Finely woven gauze covering 
is carefully turned in; no cut edges, 
no loose threads. Three sizes, 100 
per bag, 2,000 per case. 

Whether preventing aspiration in 
tonsillectomy or protecting delicate 
tissue in atraumatic surgery, all 
indicated precautions are profes- 
sionally assured in Marco's complete 
line of exclusive Mt. Sinai O. R. 
Dressings. 


Samples of TONSIL SPONGES and complete catalog of Mt. Sinai 
0. R. Dressings and other Marco products on request. Please write Dept. H 4 


Mm a i S a P S C 0., inc. “serving hospitals exclusively”’ 


DIVISION OF HERMITAGE COTTON MILLS 62 WORTH STREET - NEW YORK 13, N. Y. 
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BEST FOR PATIENT’S BATH! 





Zest will be a welcome change for both your 
staff and patients! Its new cleaning action 
leaves skin cleaner, clearer—free of sticky film 
that’s so difficult to remove. Equally important 
is Zest’s ability to wash away skin bacteria 
with every bath to leave patients feeling fresh 


CLEANS EFFECTIVELY...WASHES SKIN BACTERIA AWAY... 
LEAVES PATIENTS FEELING FRESH ALL THROUGH THE DAY! 


all day long. And Zest’s gentle mildness is so 
comforting to skin made tender by long con- 
finement in bed. Sold only as a wrapped bar, Zest 
offers the ultimate in hygienic care of your 
patients. Order Zest today from your local sup- 
plier. Or write to: 


Roctertantlhe P. O. Box 599, Cincinnati 1, Ohio 
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KENNETH B. BABCOCK, M.D. 


Our physicians object to auditing 
charts and having their charts audited, 
because of the legal aspects involved. 
Is auditing a breech of the privileged 
communication? 


The above question is a legal 
one and should be directed to your 
hospital’s legal counsel. 

The Commissioners of the Joint 
Commission believe that an audit 
committee should do its work im- 
personally and on an educational 
basis. Emanuel Hayt and Lillian 
Hayt in their book, Law of Hos- 
pital, Physician and Patient, state 
“Neither the medical staff nor the 
patient may complain, since neither 
has a vested interest in the audit 
which would warrant interfer- 
ence.”’ 

* * * 

Is an admission note and a sum- 
mary a “must” on the medical chart, 
even though the doctor has written 
good progress notes? 


The Joint Commission does not 
require an admission note, al- 
though it highly recommends it. 
However, the Commission does re- 
quire an admitting diagnosis. 

The Commission also requires a 
summary on every inpatient, in- 
cluding obstetrical patients, who 
are in the hospital for more than 
48 hours. This summary may be in 
either one of two forms; a short 
synoptic narrative summary as 
the final progress note, or an ade- 
quate summary on the face sheet. 

aa * * 

How long should the physician’s 
index be kept? Should the Federal 
Bureau of Investigation be allowed to 
check the physician’s index? 


The Joint Commission only re- 
quires that the physician’s index 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 200 E. Ohio St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 


JANUARY 16, 1960, VOL. 34 


Auditing physicians’ charts 


Necessity of admission note, 
summary on patient's chart 


Physician’s index 
@ Orders for newborn chart 


Dates on operative reports 


be kept from the time of the last 
JCAH survey of the hospital. How- 
ever, it has often proved useful to 
doctors to have the index kept 
longer. Arbitrarily, I would say 
that it would be well to keep the 
physician’s index for 10 years be- 
fore destroying it. 

I have never found it profitable 
to refuse anything to a properly 
identified FBI agent. For a legal 
opinion, consult your hospital at- 
torney. 

* * * 

What kind of orders should be en- 

tered on a newborn chart? 


An infant is no different than an 
adult as far as chart orders are 
concerned. The order sheet should 
include orders for diet, therapy 
and anything else that has to do 
with the care of the infant. If the 
doctor requests that the infant be 
put on routine house orders, these 
instructions should be written on 
the chart and signed by the physi- 
cian as soon as possible. 

* * +. 

A surgeon operates on the first of 
the month and dictates his operative 
report 10 days later. Should the date 
of operation or the date of dictation 
be entered on the operative report? 


Both dates should be included. 
If a surveyor of the Joint Com- 
mission found that surgeons were 
waiting 10 days before dictating 
their report, they would strongly 
criticize the hospital. A physician 
cannot remember accurately what 
he did and saw 10 days previously. 

The hospital’s medical record 
committee should know of this 
practice, and if it recurs, they 
should recommend that discipli- 
nary action be taken by the proper 
medical and administrative author- 
ities. Dictation of an operative re- 
port 10 days after operation is 
grossly negligent. Operative re- 
ports should be dictated as soon 
as possible after an operation. 


IDENTIFICATION 
OF DISTINCTION 


DEKNATEL 


NAME-ON BEADS 


Mothers love to have these jewel-like, 
everlasting mementos of one of life’s 
most treasured events. Made into 
“theirloom” bracelets for mother or 
grandmother, Deknatel Name-On 
Beads are truly the ‘‘prestige 
identification.” 


But they are not just pretty keepsakes. 
Deknatel Name-On Beads are an al- 
ways-legible, sealed-on, time-saving 
identification. Blood type, room num- 
ber, sex, case number, etc. may all be 
indicated by combinations of letter 
and number beads. 


And Deknatel Name-On Beads are 
profitable! Strands sold to parents 
yield a steady, substantial income that 
make your identification an income 
rather than an expense. 


Write today for samples and details of 
30 day trial offer. 








DEKNATEL 


96-45 222 Street 
Queens Village 29, New York 
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Prevent ‘and Treat 
Perianal Dermatitis 
Successfull: 


DIAPARENE® PERI-ANAL® has proved highly effective in the prevention 
and control of perianal dermatitis because it: 


1 Prevents perianal dermatitis caused by transitional 
* stools of the newborn: 


2 Prevents erythema, desquamation and ulceration of 
* perianal area which commonly occurs from diarrhea 
and loose stools following oral antibiotic therapy - 


3 Stimulates epithelization and promotes rapid 
* healing. 


A Protects denuded perianal area from 
* secondary bacterial infections. 


ACTIVE INGREDIENTS: Methylbenzethonium 

chloride, zinc oxide, starch, cod liver oll and 

casein in a water repellent base. ” ANTi-Bacter, 
ANTI“ENZYMaTIO 


PERI-ANAL' 


Supplied: 1 oz. and 2 oz. tubes, and 1 Ib. jars. THE watee-nere Creme 
REPEL u 4 


t 
ENT Cream PHYSICIANS PRESCRIBE 


SPECIAL FOR HOSPITALS — 4 oz. Individual 
bassinet tubes... saves time, economical, 
guards against cross infection. 


HOMEMAKERS PRODUCTS DIVISION « George A. Breon Company « 1450 Broadway, New York 18, N.Y. 


1. Grossman, L.: Archives of Pediatrics, 71: 173~—179, June 1954. 


ANOTHER FINE PEDIATRIC SPECIALTY BY BREON 
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At last! a balanced cleaner — disinfectant — 
germicide that really cleans as it disinfects 


Here's a new and potent 
weapon in the constant 
fight against infection. 
PURAPHEN keeps floors 
and other surfaces 
brighter, cleaner... 
germ-free, too. No other 
product disinfects as it 
cleans so easily, so effec- 
tively, so economically. 


WHY TAKE CHANCES? GUARD 
AGAINST INFECTION ... USE 
PURAPHEN, THE AMAZING 


WHAT IS PURAPHEN? 


PURAPHEN is a 100 per cent synthetic 
detergent, fortified with Santophen* to 
make it germicidal. It is the product of 
a company that has specialized in the 
finest quality soaps, detergents and other 
cleaning materials for more than forty 
years. PURAPHEN has been thoroughly 
tested and proved. 


WHY IS PURAPHEN 
A SUPERIOR CLEANER? 


PURAPHEN is a built detergent; a high 
sudser with a pleasant odor. Its balanced 
blend gives PURAPHEN maximum 
cleaning efficiency, greatest economy. 
For example, PURAPHEN removes 
dirt, grime, dull soap film and old wax 
from the invisible pores as well as from 
the surface of any floor. And through 
emulsification and suspension keeps the 
dirt from settling back on the floor. Dirt 
is rinsed away freely, yet PURAPHEN 
leaves no sticky deposit or dulling film. 
Approved by Underwriters Laboratories 
for use on conductive floors. 

For the really dirty job there’s no cleaner 
so good as PURAPHEN. It cleans all 
the way through. .. in all kinds of water, 
hard or soft; hot or cold. 


Accepted for Hospital Use 


HOW EFFECTIVE IS PURAPHEN 
AS A GERMICIDE? 

PURAPHEN is a phenolic germicide 
(phenol coefficient 10 FDA). Use-dilution 
tests made by Scientific Associates, St. 
Louis, show that in addition to being 
deadly to Staphylococcus aureus and 
Salmonella choleraesuis, PURAPHEN 
is equally effective against the following 
four types of bacteria frequently in- 
volved in human infections and disease: 
E. coli, P. vulgaris, Ps aeruginosa and 
S. fecalis. 


WHERE SHOULD PURAPHEN 

BE USED? 

PURAPHEN is: a truly all-purpose 
cleaner. It is perfect for floors, wood- 
work, walls, equipment...in fact for 
any surface that water will not harm. 


1S PURAPHEN ECONOMICAL? 
Definitely, yes. A little bit goes a long 
way. PURAPHEN not only saves you 
money....it saves time, saves work, 
saves floors and other surfaces as well. 
And you have protection against bacterial 
growth. 


Puraphen is advertised in the 
Modern Hospital, Hospitals, Hospital Management and Hospital Progress Magazines. 


9 
Please send me complete technical data about Pp = € K > 


4 

PURAPHEN, including independent laboratory's I 
verifications. Also name of nearest distributor. | id he ay Db | ¢ T & 
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CLEANER THAT'S AN 
EFFECTIVE GERMICIDE 


For Full 
(nformation ‘Sap 
Mail this Coupon \*°"™ 


COMPANY 


610 E. Clarence 
St. Louis 15, Missouri 


*Monsanto Chemical Company trademark 
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senvice {tem headguawters 


Wet or dry vacuums? 


Does the American Hospital Asso- 
ciation recommend the use of dry or 
wet vacuum cleaners in hospitals? 


Because of the problem of cross 
infections in hospitals, all types 
of vacuum cleaners are receiving 
considerable attention. With refer- 
ence to your question however, it 
would seem more reasonable to use 
the wet type vacuum cleaning than 
the dry method, at least from the 
sanitation standpoint. 

The AHA does not recommend 
any specific type, nor to my know]l- 
edge is there a publication pres- 
ently available which discusses 
both sides of this question. 

Several state health departments 
are currently concerned with the 
problem of cross infections in hos- 
pitals and the New York State 
Department of Health and the De- 
partment of Public Health in Sas- 
katchewan are giving particular 
attention to methods of controlling 
infection in hospitals. 

—G. A. WEIDEMIER 


Footprinting the newborn 


There has been much controversy 
concerning the use of footprint pads 
in nurseries due to the fact that there 
is a possibility of the spread of staphy- 
lococcus infection. 

For some time, our hospital has 
been impressing the footprint on birth 
certificates. We have been advised to 
discontinue this practice as it may 
spread infection in our hospital. 

Will you please notify us of the 
opinion of your committee concerning 
this practice and whether or not you 
advise discontinuance of footprinting 
the newborn. 


Although it cannot be stated 
categorically that any hospital 
procedure is without danger in the 
transmission of infection, we would 
suggest that unless there is evi- 
dence that infection is being trans- 
mitted th -h your footprinting 
system or y.ur advice is soundly 
substantial, or unless you are being 
directed to discontinue your pres- 
ent practice by medical or legally 
constituted authority, there is no 
The answers to these questions should not be con- 


strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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justification in discontinuing this 
procedure. 

The AHA’s Principles and Rec- 
ommended Procedure as a Guide 
for the Identification of the New- 
born in Hospitals certainly accepts 
footprinting as a method of iden- 
tification, and Hospital Care of 
Newborn Infants, published by the 
American Academy of Pediatrics 
and sponsored by the AHA and 
the American Public Health As- 
sociation, also accepts footprint- 
ing. Furthermore, although there 
is no direct application to your 
question in Dr. Babcock’s comment 
on footprinting which appears in 
the May 16 issue of this Journal, 
page 34, it is perhaps significant 
that the practice is not condemned 
as a dangerous procedure. 

—J. ALLAN MAHONEY, M.D. 


Importance of accreditation 


Do you feel it is necessary for all 
hospitals to become accredited or is it 
somehow related to the area or popu- 
lation? What are the advantages and 
what steps can a community take 
toward having its hospital accredited? 


The American Hospital Associ- 
ation certainly does feel that it is 
imperative that all eligible hos- 
pitals become accredited. We feel 
that it is important to the com- 
munity to have hospitals volun- 
tarily apply for an inspection and 
receive accreditation signifying 
that they are providing the best 
possible care for the patient. 

A community can take steps 
towards having its hospitals ac- 
credited by means of publicity and 
education. 

I would strongly suggest that you 
write directly to the Joint Commis- 
sion on Accreditation of Hospitals, 
200 East Ohio Street, Chicago 11, 
Ill., for material concerning ac- 
creditation. They will be very 
happy to forward this to you. 

—J. R. ANDERSON, M.D. 


Films on work methods 


Could you suggest any visual aids 
which could be used in a work sim- 
plification training program at our 
hospital? 


There are several excellent 


films available through Association 
headquarters. Most appropriate 
would be a series of five color 
films recently made under the 
sponsorship of the Sears Roebuck 
Foundation and the American Hos- 
pital Association. 

These films are as follows: 

1. The Flow Process Chart—16 mm, 
color, sound, 20 min. Rental is $3 
for three days. Demonstrates the 
use of the flow process chart in 
analyzing the steps involved in 
processing a drug requisition from 
the nurses’ station to the pharmacy. 

2. The Questioning Attitude—16 mm, 
color, sound, 20 min. Rental is $3 
for three days. A problem-solving 
team applies the questioning ap- 
proach—who, what, where, when, 
how and why—in analyzing the 
old method of processing a drug 
requisition, and arrives at a better 
and easier way for doing the job. 

3. Principles of Motion Economy—16 
mm, color, sound, 20 min. Rental is 
$3 for three days. The principles 
of motion economy are explained 
and demonstrated as they apply 
to various hospital activities, with 
primary emphasis placed on the 
dietary department and pharmacy. 

4. The Right and Left Hand Chart— 
16 mm, color, sound, 20 min. Rental 
is $3 for three days. Demonstrates 
the use of the right and left hand 
chart in analyzing the steps in- 
volved in assembling syringes and 
shows how the principles of motion 
economy were applied to develop 
a better and easier method for do- 
ing the job. 

5. Rx-A Prescription for Better Hos- 
pital Procedures (Work Simplification )— 
16 mm, color, sound, 26 min. Rental 
is $3 for three days. This film 
shows the way in which one hos- 
pital set up a methods improvement 
program. Recommended for hos- 
pital personnel as a stimulus for 
launching programs in work sim- 
plification. 

You may also be interested in 
knowing that the American Hospi- 
tal Association will conduct an 
Institute on Methods Improvement, 
with primary emphasis on the 
work simplification approach, in 
Toronto, Canada, February 29 to 
March 2.—WILLIAM S. SCHMIDT 
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DEMONSTRATED 
HEMATOLOGIC RESPONSE* 


SIMILAC 
WITH IRON’ 


In a comparative study, i 

. i f ) 

’ P ? 12 mg of ferrous iron per quart of formula 
infants fed 

SIMILAC WITH IRON 

achieved “higher values 

for hemoglobin, hematocrit Assured iron intake 

and serum iron, after 3 to : ; 

3% months of age, and in every formula feeding 


these values continued ; Paty: 
to be significantly higher @ to maintain iron stores 


throughout the 9-month 
period of observation.” 


March, AX., ot al.: = to support the normal diet 
Pediatrics 24:404, 1959. 


= to protect against iron deficiency 


in the green can in the yellow can 


| SIMILACE 
3 wirn IRON 
P “erdered 


for the early when iron is 
months of life indicated in infancy 


Available as powder, in 1 lb. cans with measuring cup, or as liquid, 
in cans of 13 fl. oz. Economical— providing sound nutrition for good 
growth at less than one penny per ounce of feeding. 


al 
eo" Se. 


> 
& ROSS LABORATORIES, Columbus 16, Ohio 
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BAYLESS 
, UNIVERSAL 
HEADREST 


e One unit does the work of three 
e Simple, versatile, rigid 
e Easy to carry 


e Fits most standard tables 


The Bayless Universal Headrest eliminates an old 
problem of neurosurgeon and hospital alike . 

the need for multiple, expensive headrests. This 
single unit can be used for any neurosurgical pro- 
cedure. So, its versatility alone makes the Bayless 
Headrest an attractive, economical investment for 
the average hospital. Add greater — multiple — 
usefulness to your standard surgical table with the 


Bayless Headrest. 


TX — 40 Bayless Universal Neurosurgical Headrest 
. . . Complete $450.00. 


Fully described in Armamentarium, Vol. Il, No. V. 
Ask your V. Mueller representative for your copy, 


or write... 


MUELLER 2 CO. , 


Fine Surgical Instruments and Hospital Equipment a 4 
330 South Honore Street, Chicago 12, Illinois e Dallas ¢ Houston e LosAngeles e Rochester, Minn. | werent 
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L.OOK for new ways to prevent cross infegtion 
# 








“TAMED IODINE” 


WESCODYNE 


DETERGENT-GERMICIDE 


RADICALLY DIFFERENT TECHNIQUE 


It’s the new wet vacuum pick-up technique with fast, 
nonselective WESCODYNE. In two quick steps the bacterial 
population on floors is reduced to extreme lows. First: 
floors are flooded with wescopyNE. Second: the solution 
is removed with a wet vacuum pick-up. 


WESCODYNE is a perfect match for this new way to prevent 
cross infection. Its advantages are extraordinary. Labor 
saving detergent action. Wide range biocidal activity 
that destroys spores, viruses, bacteria, fungi, molds, yeasts, 
as well as illusive Staphylococci. Greater germicidal ac- 
tion than synthetic phenolics, quaternaries and other types 
of germicides. Nonirritating. Nontoxic. And a low, low 
cost of less than 2¢ a gallon at use dilution. 


WESCODYNE is the first “tamed iodine” hospital detergent- 
germicide. It has an unmatched history of scientific eval- 


uation and success. We would be pleased to send complete 
data and more information on WESCODYNE and the wet 
vacuum pick-up technique. Too, it might be convenient 
for you to ask about our Kent Microstat Wet Vacuum 
Pick-up. West is the only nationwide concern distrib- 
uting this new vacuum cleaner. Just call your local West 
office. Or send the coupon below to our Long Island City 
headquarters, Dept. 26. 


() Send information on WESCODYNE and the wet vacuum 
technique. 
(0 Have a representative call. 


Name 





Position 








PROGRAMS AND SPECIALTIES 
FOR PROTECTIVE SANITATION 
AND PREVENTIVE MAINTENANCE 


\ sad \ eel 


WEST CHEMICAL PRODUCTS INC. 
42-16 West Street, Long Island City 1, New York 
Branches in principal cities 
CANADA: 5621-23 Casgrain Avenue, Montreal 





WEST DISINFECTING DIVISION 
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Lehn & Fink 


PROFESSIONAL DIVISION 


FOURTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTION 


ber of requests for reprints of the earlier issues of 

STAPH NEWSLETTER. As noted above, this is the 
fourth of a continuing series. If you missed any of the 
earlier ones, or simply don’t want to mutilate your journals 
by clipping them, we will be glad to send you copies. Just 
let us know which of the series you want or, if you like, 
write for the complete set. 


Riess we've been flattered by the increasing num- 


Have you sent for your supply of our new instruction 
card on how-to-use Amphyl for disinfection of blankets, 
linens, and diapers? This is a handy 3” x 9" card planned 
for your use in teaching or discussion, and for posting on 
bulletin boards. As on the first six cards covering disinfec- 
tion with Amphyl in other areas of the hospital, lively 
cartoon sketches make the short suggestions for use more 
interesting. Let us know how _many cards you need and 
we will mail them right out to you. Please send requests 
to our new Toledo address shown below. 


Although staph is still the insidious “star” of hospital 
infection, more and more reports of troubles from other 
pathogenic organisms are appearing, particularly Pseudo- 
monas aeruginosa. For instance, the PHS-HEW Morbidity 
and Mortality Weekly Report cites an outbreak in a hos- 
pital nursery for premature infants. 

“Six of 14 infants became ill during a 2-week period. One 
of the 6 developed meningitis and died; 1 baby had loose 
stools, 3 had eye infections and 1 a skin lesion. Laboratory 
reports on stools, eye discharges, and spinal fluid from the 
child who died were positive for Pseudomonas aeruginosa. 
Another episode occurred in the same. nursery several 
weeks later when the only 2 infants on the ward at the time 
became ill. These babies had loose stools which were 
positive for Ps. aeruginosa. All infants who became ill had 
used a nebulizer, the others had not. Cultures from various 
apparatus in the isolettes were also positive for Ps. aeru- 
ginosa.” 

A significant report on 23 cases of pseudomonas septi- 
cemia in leukemia patients at the Clinical Center of the 
National Institute of Health is made by Dr. Claude E. 
Forkner, Jr. and his co-workers in the American Journal 
of Medicine (December, 1958, page 877). Twenty-two of 
the 23 were fatal. Median duration of life following the 
first positive blood culture was 4.0 days. Pseudomonas 
septicemia frequently occurred as a superinfection. Sev- 
enty-seven per cent occurred despite broad-spectrum anti- 
microbial therapy, whereas only 33 per cent of staph 
septicemias occurred under these same conditions. 

Lehn & Fink synthetic phenolic disinfectants—Amphy]®, 
O-syl®, and Lysol® disinfectants, and Tergisyl® detergent- 
disinfectant are all highly efficient against Pseudomonas 
aeruginosa in the environment. Routine decontamination 
of floors, surfaces, blankets, and linens can be one of the 
most economic, effective, and simple control measures 
against superinfection. Here’s why— it reduces the number 
of organisms available for spread by any route—contact, 
nasal, or airborne—in turn, reducing excess hospital days 
and thus reducing hospital operating costs. 














“Staphylococcal pneumonia has become an increasing 


problem in children, particularly in infants _under_six 


months of age, in whom the largest number of cases occur, 
and in whom mortality rate is over 50 per cent. Thirteen 
deaths were recorded in the age group under 15, and all 
but one of these occurred before the age of six months.” 
Harvey I. Meyers, M.D., and George Jacobson, M.D.: 
RADIOLOGY 72:665, May, 1959. 


If you’re planning on attending the AORN meeting in 
New York in February, you'll find lots of interest relating 
to control of staph infection. We understand that Dr. 
Ralph Adams’ scientific exhibit on “How to Stamp Out 
Staph in the Operating Room” will be shown. In addition 
to hosting the exhibit, Dr. Adams will present a paper on 
the program elaborating on the closely integrated plan for 
infection control which is dramatized in the three-dimen- 
sional display. Only two infections occurred in 800 consec- 
utive procedures at the Wolfeboro, New Hampshire, Hug- 
gins Hospital where Dr. Adams is Chief of Surgery. 

The complete control system which has reduced the 
infection rate from 2% to .25% includes: cleaning and 
disinfecting all surfaces and areas vigorously with a com- 
bined detergent-disinfectant (Tergisyl®) ; linen and blanket 
disinfection with Amphyl®; strict control of what and 
who enters the O.R.; isolation of the patient’s skin by 
impervious plastic skin drapes; proper attire and efficient 
masking. 

Besides visiting Dr. Adams, we hope you will stop_at the 
Lehn & Fink booth and visit with us. We’ll look forward 
to seeing you. 








How are your plans progressing for showing the motion 
picture, “Prevention and Control of Staphylococcal Dis- 


ease,” in your hospital? We've had so many requests for 
showings of this film produced by the Communicable 
Disease Center of the U.S, Public Health Service that we 


felt we had to make a few more copies available to our 
hospital friends. We like the pertinent, practical suggestions 
for overall control and think you will, too. If you'd like to 
plan a showing soon, please let us know. We will either 
mail it to you, or, if you prefer, arrange for our representa- 
tive to assist you in setting up a meeting and helping to 
answer any specific questions you may have on the use of 
Lehn & Fink disinfectants to control infection. 


As you know, samples of any or all of our products are 
yours for the asking. Try them. Also, our research labora- 


tories and technical advisors are ready to assist you with 
any infection control problems. Please let me hear from 


= a 


Charles F. Manz 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
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editorial notes 


—a leader for the auxiliaries 


This first month of the 1960’s 
marks the entrance of a new mem- 
ber of our family of American 
Hospital Association journals, The 
Auxiliary Leader. 

This new publication, in the 
handy pocket size which has proved 
so popular for TRUSTEE, The Jour- 
nal for Hospital Governing Boards, 
replaces the Hospital Auzxiliary 
Newsletter published by the Asso- 
ciation for many years as the chief 
formal method of communication 
among the Association and _ its 
member hospital auxiliaries. 

It seems to us quite fitting that 
the auxiliaries now have their own 
journal, rather than a newsletter. 
This gives recognition to the in- 
creasing value of the services per- 
formed by hospital auxiliary and 
volunteer groups and also to the 
fact that their activities have now 
become so extensive that they need 
and deserve a journal of their own. 
We believe that through this jour- 
nal the Association can serve the 
hospital auxiliaries more efficient- 
ly so that they in turn can better 
fulfill their own objective of serv- 
ing our hospitals. 


—man and mouth 


tiers BREAK away from isolation- 
ism has been called the most 
significant development in the 
health profession during our gen- 
eration. But this breakaway is far 


from complete. A distinguished 
committee of the American Medical 
Association is now studying how to 
break down further the barriers 
between physicians and their col- 
leagues in other fields which con- 
tribute to health care, such as 
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biophysics, biochemistry, microbi- 
ology. 

And on every hand we have what 
is perhaps the most striking exam- 
ple of professional insularity today 
—the practice of dentistry. Some 
holes have been made in the tra- 
ditional fabric of the solo practice 
of dentistry but, by and large, the 
dentist practices as an individual 
in the four walls of his office, with 
a tight cubbyhole, sometimes, for a 
dental hygienist. Generally speak- 
ing, he is not integrated with his 
dental colleagues and certainly he 
is not u:tegrated into the hospital, 
the institution which represents 
centricity in our society in the de- 
livery of health care. 

Fault lies on both sides. The den- 
tist toc often looks at the mouth as 
if there were no man. In the hos- 
pital, too often is the man looked at 
as if there were no mouth. 

A survey by the American Den- 
tal Association showed that, on the 
average, the dental student spends, 
out of a total of 4400 hours in his 
professional education, just 75 in 
the hospital—the institution where 
total health care can be practiced 
and taught. Obviously, if the den- 
tal student is to be taught the 
health (and its converse, disease) 
of the mouth in relationship to the 
health (or lack of health) of the 
whole man he must see the sick 
man in the hospital. 

Although no substantial studies 
have been done on the related sub- 
ject, it seems, almost a priori, that 
the mouth (through the dentist) 
has not been integrated into the 
service of the health center, which 
is the hospital. 

So on the one hand, hospitals 
must recognize the mouth. On the 


other hand, the dentist must rec- 
ognize the inseparability of mouth 
and man and join in the team ap- 
proach to the care of the whole 
man. 

Another index of the unfortun- 
ate separation of dentistry from 
hospitals is a review of the litera- 
ture. The dental literature indexed 
by the ADA from January 1948 to 
September 1957, under the broad 
category of “hospitals”, carried ex- 
actly 184 papers in this extremely 
broad category. In the year 1953, 
only seven “hospitals” articles 
were carried in all the dental lit- 
erature. The hospital literature had 
an even worse performance on this 
subject. During the same period, 
there were only 35 articles in the 
hospital literature indexed by the 
American Hospital Association on 
hospital dentistry. 

As H. L. Mencken used to say, 
this is something which should be 
viewed with alarm. Some of the 
viewing with alarm is done in an 
article elsewhere in this Journal 
(page 50) which is also appearing 
in the January issue of The Jour- 
nal of Oral Surgery, Anesthesia and 
Hospital Dental Service. The au- 
thors, Mark Berke and Sidney Ep- 
stein, D.D.S., write that there is 
more to hospital dentistry than 
oral surgery, arguing that “it should 
be possible to take a patient who 
requires extensive restorative den- 
tistry and to complete the dental 
rehabilitation in one lengthy ses- 
sion ... it is obvious that such an 
ambitious effort would be beyond 
the physical capacities of one indi- 
vidual, yet with a team of dentists, 
each with special skills, and trained 
dental ancillary help in addition to 
the usual operating room person- 
nel, the patient could benefit from 
this multiplicity of effort.’’ 

The authors, one a hospital ad- 
minis:rator and the other a den- 
tist, agree that in most instances 
neither hospitals nor dentists are 
ready for this full forward step. 
Finally, they speak harshly but re- 
alistically to the profession of den- 
tistry. They say that dentistry can- 
not stay on the sidelines much 
longer, or it will be completely iso- 
lated and left behind in the march 
of modern medicine. 

If this is not to happen, hospitals 
and dentists have a real responsi- 
bility. They must discharge this 
respons’ ility together. 
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FINANCIAL 


BETWEEN RADIOLOGISTS 


gers PHASE of a long, drawn- 
out controversy between 
hospitals, pathologists, anesthesi- 
ologists and radiologists was intro- 
duced by the policy statement 
adopted by the Board of Chancel- 
lors of the American College of 
Radiology in February 1958.1 This 
policy statement (see box) declares 
it unethical for any radiologist to 
enter into relationships with hos- 
pitals, medical schools or other 
corporations in which the radiolo- 
gist’s services are provided for a 
fee payable to the corporation. It 
reiterates the official position of 
the radiologists that radiology 
should not be covered in hospital 
service insurance contracts. It also 
implies punitive action toward 
those radiologists who do not com- 
ply with the statement of policy 
of the college. 

Following the publication of the 
policy statement of the American 


Albert W. Snoke, M.D., is director of the 
Grace-New Haven Community Hospital, 
New Haven, Conn. 


“The following policy statement for the 
American College of Radiology was 
adopted by the Board of Chancellors at 
its Mid-Winter Meeting, Feb. 6, 1958, in 
Chicago, and represents the considered 
opinion of the chancellors, speaking for 
the college in regard to the corporate 
practice of medicine: 

“Resolved: That the policy of the 
American College of Radiology shall be 
that it is unethical for any radiologist to 
enter into a relationship with any hospi- 
tal, corporation or lay body by whatever 
name called or however organized which 
enables it to offer his professional serv- 
ices for a fee; and be it further 

“Resolved: That in insurance or other 
prepayment programs, hospital service 
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RELATIONSHIPS 


AND HOSPITALS 





In Part I of a two-part article, the 
author discusses the controversy over 
whether it is ethical for a physician 
to be salaried by a hospital or medical 
school. He explores the background of 
this controversy in terms of policy 
statements of the American Medical 
Association and American Hospital 
Association, the American College of 
Radiology, the College of American 
Pathology and the American Society 
of Anesthesiology. 

In Part II, which will appear in the 
February 1 issue of this Journal, the 
author will consider legislative attacks 
on hospital-physician relationships, 
will analyze the present policy of the 
American College of Radiology and 
suggest a constructive approach the 
specialty groups might assume toward 
salaried members. 





College of Radiology, a series of 
questions was directed to Vincent 
W. Archer, M.D., then president 
of the college. These questions and 
Doctor Archer’s answers are re- 
produced elsewhere.* He re-em- 


*Beginning on page 42 of this Journal. 


phasizes the position of the Ameri- 
can College of Radiology that a 
salaried relationship with a hos- 
pital or medical school is improper 
—even if the physician, the hospi- 
tal or medical school, the attending 
staff and the patients are satisfied. 
The statement of principles would 
apparently also prohibit a percen- 
tage or a fee for services arrange- 
ment if the hospital bills, collects 
and retains part of the income. 
This arbitrary regulation—that 
radiologists are unethical if they 
continue to have certain financial 
arrangements under which they 
have previously been satisfactorily 
operating—is obviously disturbing. 
The radiologist, the medical staff 
and the hospital board may all be 
satisfied that patients are receiving 
satisfactory care and that no one 
is being exploited. However, re- 
gardless of the degree of mutual 
satisfaction with the local arrange- 
ment, the radiologist, like any ethi- 
cal physician, is hesitant to enter 
into what may be defined by his 
national organization as an un- 


contracts shall provide for hospital services only; medical service 
contracts shall provide for medical services, and be it further 
“Resolved: That hospital services shall not include the practice 
of radiology which has been defined by the American Medical As- 
sociation as the practice of medicine; and be it further 
“Resolved: That it is not the intention of the American College 
of Radiology to condemn those radiologists who are now employees 
of a corporation or other lay agency which does not sell the pro- 
fessional services of the radiologist; and that this includes the radi- 
ologist who wholly or in part devotes himself to teaching, adminis- 
tration, research, charity, government service or the like, and is 
remunerated by a corporation or other institution for these services 


only; and be it further 


“Resolved: That no stigma shall be attached to any radiologist 
because of his financial arrangements existing at the time of the 
adoption of this policy, provided a sincere effort is being made by — 
the radiologist to comply with this statement of policy.” : 
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PART ONE OF A TWO-PART ARTICLE 





by ALBERT W. SNOKE, M.D. 


ethical relationship. Therefore, it 
becomes of great importance when 
a national body such as the Ameri- 
can College of Radiology states 
that certain arrangements are con- 
sidered unethical. 

Whenever such issues of rela- 
tionship arise, representatives of 
hospitals and of radiologists are 
confronted with a dilemma: 
whether to debate the problems 
in news releases or at a national 
conference table, or to ignore the 
whole situation. The usual inclina- 
tion is to maintain public silence; 
to assume that there really is 
no fundamental difference which 
“honorable men cannot solve by 
sitting around the conference 
table” and that it is unprofitable 
to engage in a public debate or 
in a battle of resolutions. At the 
local level, this is feasible as long 
as the individual parties concerned 
have freedom of discussion and ac- 
tion, and understand the rules 
under which they are functioning. 
However, when an important na- 
tional professional body outlines 
an arbitrary financial relationship 
to which it expects its members to 
adhere on the basis of “ethics,” 
and this position affects hospitals 
as well as the radiologists associ- 
ated with them, it is necessary that 
the situation be explored as openly, 
factually and dispassionately as 
possible. 


WANTED: OPEN DISCUSSION 


Hospital groups are anxious to 
have this type of discussion. They 
want to maintain a fair and satis- 
factory financial relationship with 
the radiologists on their medical 
staffs. Their formal position is that 
any type of financial relationship 
between a hospital and a radiologist 
can be satisfactory and acceptable. 
It may be fee for service, commis- 
sion, lease or salary, or any com- 
bination thereof. They believe that 
financial arrangements between 
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physicians and hospitals should be 
based upon equitable and prudent 
business arrangements, and on 
sound moral principles. Hospital 
representatives have repeatedly 
emphasized that local situations 
and requirements should deter- 
mine such financial agreements, 
with the basic professional re- 
sponsibilities of physicians and 
hospitals toward their patients be- 
ing recognized in all such arrange- 
ments. There is agreement that 
radiologists should have profes- 
sional stature and recognition, a 
fair financial return for their serv- 
ices, and that they should have 
freedom to practice radiology in 
the way they feel is to the best 
interest of the patient and to the 
referring physician, as well as to 
themselves. 


THE HOSPITAL POSITION 


This position of hospitals does 
not differ from the joint policy 
statements of the American Hos- 
pital Association and the American 
Medical Association of 1953.2 Both 
organizations emphasized the wis- 
dom of settling such issues at the 
local level. They both recognized 
that only broad principles of re- 
lationship can be promulgated by 
national bodies and that individual 
situations must dictate the ar- 
rangements between individual 
physicians and hospitals. The right 
of individual determination and 
freedom of decision by the indi- 
vidual was upheld—provided that 
the rights of the physician, the 
hospital and the patient are all 
taken into consideration. 

This paper is directed primarily 
toward the relation of the radi- 
ologist with the hospital, but can 
apply with equal force in the other 
medical specialties of pathology, 
anesthesiology and physical medi- 
cine, as the principles of relation- 
ship are fundamentally the same. 
Moreover, in 1958, the board of 
governors of the College of Ameri- 
can Pathology approved principles 
similar to those of the American 
College of Radiology.’ These prin- 
ciples, while not emphasizing the 
ethical aspects per se, expressly 
disapprove of hospitals employing 
pathologists and charging for their 
services. The American Society of 
Anesthesiologists in its statement 
of policy in 1951 also maintained 
that it is unethical for an anes- 
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thesiologist to be employed by a 
hospital if the hospital offers his 
services for a fee.4 

These policy statements are the 
most recent in a series of resolu- 
tions, agreements and actions taken 
over a long period of time. It seems 
logical to bring together as con- 
cisely as possible the information 
and background related to the de- 
velopment of this controversy in 
the hope that there may be found 
some equitable and objective solu- 
tions. 


BACKGROUND OF POLICY STATEMENTS 


In 1939, the Council on Profes- 
sicnal Practice of the American 
Hospital Association presented a 
basic statement that any method 
of payment by a hospital to a phy- 
sician could be satisfactory, pro- 
vided that neither the hospital nor 
the specialist exploit each other 
or the patient, and that local cir- 
cumstances should determine the 
type of financial arrangements.) 
This was subsequently agreed with 
by representatives of the American 
Medical Association and the Amer- 
ican College of Surgeons, and of 
the specialties of anesthesiology, 
pathology and radiology. 

This agreement was repudiated 
by the anesthesiologists in July 
1950 and by the radiologists in 
September 1950.6 The College of 
American Pathologists, which was 
not in existence in 1939, obviously 
disagrees at the present time. 

Also in 1950, the “Hess Report’’ 
was adopted by the AMA House 
of Delegates in San Francisco. It 
is not generally known that the 
original report, developed by the 
Hess Committee after about two 
years of study and deliberation, 
was totally different from the final 
report as amended by the AMA 
Reference Committee and the 
House of Delegates. The original 
version placed emphasis upon local 
conditions as the deciding factor 
and approved a variety of financial 
arrangements, such as salary, com- 
mission, fee for service or other 
methods.? The principles outlined 
would have been accepted by most 
hospitals and most full-time phy- 
sicians. The Reference Committee 
and the House of Delegates by a 
close vote, however, substantially 
changed the Hess Committee Re- 
port and these changes had the 
effect of altering its whole tenor.® 


In 1951, the Board of Trustees 
of the AMA, having studied for a 
year the Hess Committee’s Report 
as amended by the Reference Com- 
mittee and adopted by the House 
of Delegates, decided that this and 
previous reports required “clarifi- 
cation.” The board, therefore, of- 
fered its own version,? which was 
adopted without change by the 
delegates and subsequently printed 
by the AMA as a leaflet entitled 
Relation of Physicians and Hospi- 
tals—Guides for Conduct of Phy- 
sicians in Relationship with Insti- 
tutions. 


ADJUSTING CONTROVERSIES 


Three general principles were 
suggested to individual physicians, 
county medical societies and state 
medical associations as a basis for 
adjusting controversies: 

“1. A physician should not dis- 
pose of his professional attain- 
ments or services to any hospital, 
corporation or lay body by what- 
ever name called or however or- 
ganized under terms or conditions 
which permit the sale of the serv- 
ices of that physician by such 
agency for a fee. 

“2. Where a hospital is not sell- 
ing the services of a physician, the 
financial arrangement, if any, be- 
tween the hospital and the physi- 
cian properly may be placed on 
any mutually satisfactory basis. 
This refers to the remuneration of 
a physician for teaching or re- 
search or charitable services or 
the like. Corporations or other lay 
bodies properly may provide such 
services and employ or otherwise 
engage doctors for those purposes. 

“3. The practice of anesthesi- 
ology, pathology, physical medi- 
cine and radiology are an integral 
part of the practice of medicine 
in the same category as the prac- 
tice of surgery, internal medicine 
or any_ other designated field of 
medicine...” 


THE RESULT: CONFUSION 


Because confusion and disagree- 
ment between hospitals and spe- 
cialty societies still existed, the 
Boards of Trustees of the AMA 
and the AHA appointed a liaison 
committee which worked for two 
more years and drafted a joint 
statement which was adopted by 
the House of Delegates of the AMA 
in June 1953, and the House of 
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Delegates of the AHA in Septem- 
ber 1953.3 

This statement re-emphasized 
“the right of an individual to de- 
velop the terms of his services on 
the basis of local conditions and 
needs,’ and also noted “that a 
physician shall not dispose of his 
professional attainments or serv- 
ices to any hospital, lay body, 
organization, group, or individual, 
by whatever name called, or how- 
ever organized, under terms or 
conditions which permit exploita- 
tion of the patient, the hospital, 
or the physician.” 

Coincidental with these efforts 
to resolve the problems of the 
financial relationship of physicians 
and hospitals on the national level, 
there were direct local attacks 
upon the ethics of the salaried 
physician. Questions were raised 
in county and state medical socie- 
ties regarding the ethical status 
of physicians on salary to a hos- 
pital or a medical school which 
charges a fee to the patient for 
that physician’s services. The 
American Society of Anesthesiolo- 
gists also published a statement 
that it was unethical for any prac- 
ticing physician-anesthesiologist to 


be on salary to a hospital if the 
hospital charged for the anesthe- 
tist’s services.3 


REPORT OF AMA JUDICIAL COUNCIL 


Because of these attacks, a series 
of questions on this subject was 
directed to the Judicial Council 
of the AMA. These questions re- 
sulted in a very forthright report 
accepted by the AMA House of 
Delegates in 1953. Following are 
quotations from that report: 

“The Judicial Council has re- 
peatedly stated that the acceptance 
of a salary by a physician does not 
of itself constitute unethical con- 
duct. 

“If in a given situation, a phy- 
sician disposes of his professional 
services under terms which permit 
exploitation, his conduct is un- 
ethical. Knowledge of the facts, 
however, may reveal that there is 
not exploitation; that there is not 
an unethical division of fees; that 
there is not a denial of free choice 
of physician as defined by the 
principles or that the arrangement 
does not cause a deterioration of 
the quality of medical services.” 
(Italics those of the author.) 
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*“. . . Solutions of controversies 
relating to financial arrangements 
can best be effected at the local 
level.” 

The House of Delegates of the 
AMA also recognized the problem 
of varying interpretation of medi- 
cal ethics by individuals or spe- 
cialty organizations as they wish 
them to apply to their particular 
groups. In 1953, the report of the 
Reference Committee on Legisla- 
tion and Public Relations, adopted 
by the AMA House of Delegates, 
included the following statement: !! 

“The Principles of Medical Ethics 
as formulated, interpreted, and 
applied by the American Medical 
Association must be considered the 
only fundamental and controlling 
application of ethics for the entire 
profession. Any statement relating 
to ethical matters by other organi- 
zations within the general profes- 
sion of medicine advance views of 
only a particular group and is 
without official sanction of the 
entire profession as represented 
by the American Medical Asso- 
ciation.” 

This re-emphasized and strength- 
ened an earlier report of the Judi- 
cial Council, adopted by the House 
of Delegates in 1934, which made 
these points: 12 

“The American Medical Associa- 
tion is the one organization repre- 
senting the entire body of physi- 
cians constituting the medical 
profession and by virtue of that 
fact is the only organization quali- 
fied to speak for the varying in- 
terests and ideas of the profession 
as a whole... 

“Other medical organizations 
and groups, representing selected 
groups of specialists, have from 
time to time issued pronounce- 
ments of policies in the fields of 
medical economics and medical 
practice, which do not represent 
the views of organized medicine 
and which purport to guide the 
medical profession and the public 
in the administration of medical 
affairs...The House of Delegates 
of the American Medical Associa- 
tion has repeatedly condemned the 
issuing of such announcements and 
policies. . .” 

Thus the Judicial Council of the 
AMA has the fundamental re- 
sponsibility for the interpretation 
of medical ethics for all of or- 
ganized medicine. It seems clear 


that a doctor need not accept blind- 
ly the pronouncement of specialty 
societies, such as the American 
Society of Anesthesiology and the 
American College of Radiology, on 
matters of ethics. 


CONFUSION AND AMBIGUITY 


Unfortunately, from the stand- 
point of clarity, at the same meet- 
ing in 1953 that the House of 
Delegates adopted the AMA Judi- 
cial Council’s report and findings, 
(which stated that a salaried phy- 
sician is not necessarily unethi- 
cal),!° the House of Delegates}3 
also recommended the strict fol- 
lowing of the 1951 Relation of 
Physicians (Guides for Conduct of 
Physicians in Relationship with 
Institutions ).* 

This was ambiguous to say the 
least. The guides recommend that 
physicians not be employed by 
hospitals if the hospital charges 
for his services. Yet the Judicial 
Council states that acceptance of 
a salary is not unethical if the 
facts of the individual case do not 
disclose exploitation—or if the ar- 
rangement does not cause deteri- 
oration of the quality of medical 
services. Thus from the various 
statements and resolutions, one 
can select justification for almost 
any position that a physician or 
a hospital wishes to take. 

In spite of conflicting statements 
which lend themselves to con- 
tradictory interpretations, certain 
basic conclusions can still be 
reached: 

1. The AMA has outlined certain 
suggested guides for relationships 
between physicians and hospitals 
that are suggested, but not man- 
datory. 

2. The AMA and AHA have 
both agreed that decisions should 
be made at the local level. 

3. There are many different 
methods by which financial rela- 
tionships can be developed by 
physicians and hospitals. 

4. There is nothing unethical per 
se in a salaried position as de- 

*On December 3, 1959, the House of 
Delegates of the American Medical Asso- 
ciation voted to “reaffirm the 1951 Guides 
as its policy on hospital-physician rela- 
tions and that all subsequent or incon- 
sistent actions are considered superseded.” 
The resolutions which led to this action 
were apparently triegered by the uni- 
lateral pronouncement by the American 
Hospital Association in August, 1959, that, 
desnite actions of certain specialty so- 
cieties, its policy was one of local deter- 


mination of these relationships so Jong as 
high quality patient care was provided. 
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scribed by the Judicial Council of 
the AMA. 

5. The Judicial Council of the 
AMA is the deciding body in re- 
gard to ethics of professional con- 
duct of all physicians and is not 
subordinate to the pronouncements 
of various specialty groups. 

It must be recognized that rul- 
ings can be reversed and different 
interpretations placed upon the 
principles of ethics and upon the 
responsibilities of the Judicial 
Council as well as of the House 
of Delegates and of the specialty 
societies in this regard. However, 
there is a long history of the de- 
velopment of the philosophy of 


medicine, and it has repeatedly 
been emphasized that the prin- 
ciples of ethics have been set down 
primarily for the good of the pub- 
lic and should be observed in such 
a manner as shall merit and re- 
ceive the endorsement of the com- 
munity. With this background, it 
is hard to see how ethics and 
quality of medical care can be 
confused with economics and in- 
come of the physician. . 
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Exchange of views on hospital—radiologist relationships 


On Oct. 30, 1958, Albert W. Snoke, M.D., director of the Grace-New 
Haven Community Hospital, wrote to Vincent W. Archer, M.D., then 
president of the American College of Radiology, concerning policy state- 
ments adopted in 1958 by the Board of Chancellors of the American Col- 
lege of Radiology. Following is a composite of that letter and Dr. Archer’s 
response, arranged in question and answer sequence. 


(Letter from Doctor Snoke) 
June 30, 1958 


Vincent W. Archer, M.D. 
President 

American College of Radiology 
Charlottesville, Virginia 


Dear Doctor Archer: 


Members of the department of 
radiology of the Grace-New Haven 
Community Hospital and of the 
Yale Medical School have ap- 
proached me regarding two poli- 
cy statements adopted by the 
Board of Chancellors of the Amer- 
ican College of Radiology at its 
midwinter meeting in Chicago, 
February, 1958, and published in 
the monthly newsletter of the 
American College of Radiology, 
March 1958. 

It would appear that these policy 
statements indicate an intention to 
effect substantial changes in rela- 
tionships between a number of ra- 
diologists and hospitals, and I be- 
lieve that it is important that the 
position of the American College 
of Radiology and its program of 
hospital-radiologist relation- 
ships be clarified as soon as pos- 
sible. This is particularly impor- 
tant inasmuch as there are many 
radiologists and hospitals who are 
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quite satisfied with their present 
relationships and if changes are 
expected or required by the col- 
lege, understanding of the need or 
justification for the change is nec- 
essary if misunderstanding or con- 
flict is not to arise. 

As you are aware, the financial 
pattern of radiologists on full-time 
salary with the radiological fees 
being collected by the hospital or 
medical school is not unique to 
New Haven, but is the common 
and accepted practice in outstand- 
ing hospitals and medical centers 
throughout the country. Such hos- 
pitals as Massachusetts General 
Hospital, New York Hospital and 
Presbyterian Hospital in New 
York, Johns Hopkins in Baltimore, 
as well as many nonteaching com- 
munity hospitals, can be enumer- 
ated in this regard. 

In order to clarify the position 
of this hospital and of the radiolo- 
gists associated with it in relation 
to the American College of Radi- 
ology, I would like to describe the 
situation at the Grace-New Haven 
Community Hospital and then to 
outline a number of questions to 
which I would appreciate answers. 

The Grace-New Haven Com- 
munity Hospital is a university 
teaching hospital associated with 


the Yale Medical School. It pro- 
vides services similar to those of 
the great majority of community 
hospitals in this country. 

The radiology staff of the hospi- 
tal and medical school consists of 
10 full-time radiologists in addi- 
tion to residents, physicists, tech- 
nicians, clerical assistants, etc. All 
of the full-time radiologists par- 
ticipate in teaching and research 
to varying degrees. All carry a 
major service load for inpatients 
and outpatients in consultation 
with referring physicians. All are 
on a full-time salary paid by the 
hospital and reimbursed in part by 
the medical school for their contri- 
bution to teaching and research. 
The hospital bills both inpatients 
and outpatients for radiological 
services and radiological income is 
part of the general income of the 
hospital. 

This program is based upon spe- 
cific understandings between the 
hospital and the radiologists when 
appointed to the medical staff, and 
has been in effect for more than 
30 years. It is our opinion that it 
has proved satisfactory to the 
medical staff, the medical school, 
the hospital, patients, and the ra- 
diologists, not only in service, but 
in the residency training program. 

I believe that the issues I am 
raising are of great importance to 
medical care in hospitals and med- 
ical training in schools of medicine 
throughout the nation. I am aware 
of the significance of the actions of 

(Continued on page 63) 
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(ABOVE) The security officer at St. Joseph’s Hospital, Syracuse, 
N.Y., gives the guard sergeant his special instructions for 
the day. Between hospital rounds, the guards direct traffic 
in the parking lot, assist at the emergency entrance and 
clean paved areas with a fire hose. (RIGHT) Before he leaves 
St. Joseph's Hospital with a box of scrapped electrical parts, 
this workman has his pass inspected by the sergeant of 
the guard. Pilfering has been lessened since the guards 
began spot checking packages and enforcing the rule 
on passes for all equipment leaving the building. 


WHY WE LEAVE OUR 
. SECURITY PROGRAM 
TO PROFESSIONALS 


by SISTER PATRICIA ANN, O.S.F. 





HE EVOLUTION of hospital pro- 

tection to the efficient security 
program now in force at St. Jo- 
seph’s Hospital, Syracuse, N.Y., is 
a story familiar to many hospital 
administrators. Recognition of the 
need for increased protection can 
be promoted by a fire scare, a dis- 
orderly person, or by hospital 


Sister Patricia Ann, O.S.F., is assistant 
administrator, St. Joseph’s Hospital, Syra- 
cuse, New York. 
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Maintaining a fully effective security 
program requires considerable atten- 
tion from hospital administration, the 
author observes, and involves the spe- 
cial problem of screening and train- 
ing guard personnel. She describes one 
medium-sized hospital’s experience in 
turning over these problems to a pro- 
fessional agency. 





guards who grow too old for ef- 
ficiency. In some cases, hospitals 


desire something more adequate 
and less trouble than a top-notch 
staff of watchmen, with the re- 
sultant personnel problems. 

We have increased protection at 
St. Joseph’s Hospital by employing 
a professional security agency. For 
us, the advantages of a profes- 
sional agency have outweighed the 
cost, since the agency screens the 
applicants, trains them thoroughly, 
and is responsible for their on-the- 
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job behavior at all times. 

Our arrangement is on a con- 
tract basis with the agency. The 
rate per hour is somewhat higher 
than we would have to pay if we 
were hiring the guards ourselves. 
However, considering the training 
of the guards, the furnishing of 
uniforms, the replacement of a 
man on a moment’s notice, the 
difference seems fully justified. 


ADDITIONAL GUARDS AVAILABLE 


Any number of additional guards 
are available for special occasions, 
either to handle traffic or to help 
inside. For example, when we have 
a disaster drill, extra guards are 
called in both for inside and out- 
side duty. 

All of the guards are sworn in 
as special officers of the city police, 
but they do not carry guns when 
answering a disturbance alarm in- 
side the hospital. 

The hospital’s assistant purchas- 
ing agent has easily assumed col- 
lateral duties as security officer in 
charge of the program. All guards 
report to him for their orders. If 
a guard appears on duty without 
a uniform or with less -than a 
spick-and-span appearance, our 
security officer immediately calls 
the guard sergeant. The sergeant 
sees that the man is replaced at 
once, 

At the beginning, we put agency 
guards into our organization on 
only a night-time basis. They 
punched the clocks and made 
rounds much the same as our own 


watchmen had done for years. But 
each guard was a younger man 
than our watchmen had been and, 
consequently, could make the 
rounds more quickly, They had 
more free time left for other as- 
signments, which pop up quickly 
when there is someone to do them. 
Now the guards have many sched- 
uled duties, developed during the 
years the system has been in ef- 
fect. 

The guards had been on night 
duty only a short time when we 
decided to extend their hours to an 
around-the-clock basis. We felt 
that the freedom from worry 
which had come since they joined 
the organization warranted this 
extension. During the day, guards 
are utilized in the parking area a 
good part of the time. But a signal 
brings them quickly inside. 


NO UNGUARDED MOMENTS 


No guard may leave the prem- 
ises when his tour of duty is ended 
until he is relieved. If no relief 
has come, he must call the guard 
sergeant who arranges for imme- 
diate relief. At irregular intervals, 
the sergeant comes for an inspec- 
tion and sometimes the captain 
assigned to the area also inspects 
the operation. 

Each guard must complete a 
written report on a special form 
and turn it in to the hospital’s 
security officer at the completion 
of his workday. The report not 
only outlines his activities, but 
also lists items which he has found 





WERE THERE ANY? YES NO 


. Thefts: Committed? 
Attempted? 
. Trespassers? 
Suspicious Activities? 
. Property Damaged? 
. Doors or Windows: 
Open? 
Broken? 
. Vaults or Safes Open? 
. Visitors: Name? 
Time? 
. Accidents? 
. Security Lights Off? 
. Parking Violations? 
License Numbers— 
10. Safety Hazards? 
11. Fire Hazards? 
Smoking Violations? 
12. Complaints? 











FIGURE 1.—The Security Service Report 


out of order, such as light bulbs 
burned out or leaky faucets. If he 
is able to fix the item himself, he 
so marks his report. When the 
security officer comes on duty in 
the morning, he checks the watch- 
man’s clock record to see that the 
required rounds were completed. 
After reading the guards’ reports, 
he assigns all needed repairs to 
the proper departments. 

The report, called the Security 
Service Report, is on a 5% by 8- 
inch sheet. Spaces are provided for 
the guard’s name, his shield num- 
ber, the day of the week, the date 
and the time on duty. © 

The second line provides space 
for the name of the guard he has 
relieved, and also the name of the 
one who relieves him. This line 
also has space for the inspector’s 
name if an inspection occurred on 
that tour of duty. The remainder 
of the report is shown in Figure 1. 

Blank lines on the bottom of the 
form permit narrative reports to 
be written when necessary. One 
item required by us in this area 
is the temperature of the blood 
bank refrigerator at certain speci- 
fied hours. These hours occur dur- 
ing the night when a technician 
is only on call and not in regular 
attendance. 

The form is signed by the guard 
at the completion of his time on 
duty, and then turned into the of- 
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fice of the hospital’s security officer. 


REACTIONS TO THE PROGRAM 


We are happy with the program 
mainly because of the feeling of 
security it has developed through- 
out the entire organization. Oc- 
casionally there is a clash of per- 
sonalities when a guard refuses 
to let someone park in a particular 
spot. This happens usually only 
when a new guard is on duty who 
is unfamiliar with the various peo- 
ple who have the privilege of 
parking in the hospital lot. But 
these few instances have been far 
outweighed by the resourcefulness, 
courtesy, and general helpfulness 
displayed by the corps of guards 
on many occasions. 

Several times, the guards have 
been called to a nursing unit to 
help control an unruly, disori- 
ented patient. On one such occa- 
sion, in the middle of the night, a 
male patient had become so bel- 
ligerent that four members of the 
house staff could not hold him. 
As soon as the uniformed guard 
walked into the room, the patient 
quieted down. After a while, the 
guard decided he was not needed 
any longer and the house staff 
agreed. As soon as the guard left 
the room, the patient became un- 
ruly again. The guard returned. 
So did quiet. 

On another occasion, an unwel- 
come woman visitor refused to 
leave although it was late in the 
evening. The supervisor was called 
and the visitor immediately started 
to kick and abuse her. The guard 
appeared during the performance, 
got the lady under control, and 
ushered her out of the building. 

Although the guard system has 
not stopped all pilfering in the 
hospital, we do feel it has cut it 
down to a considerable extent. 


SPECIAL NEEDS FOR GUARDS 


In 1958 we acquired many pieces 
of property across from the hos- 
pital to be used for a new nurses’ 
residence and school of nursing. 
These properties included 10 
houses, all of which were vacated 
soon after purchase. These were 
included in the security check, 
particularly at night. On many oc- 
casions, evidence was found that 
entry had been forced, doors had 
been left open and windows 

(Continued on page 115) 
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by RALPH J. HROMADKA 





The hero of this hospital fable is an eager graduate 
of a fine school of hospital administration. The 
author describes the results when this graduate, hired 
as a superintendent, sets out to bring his first hospital 
up to the standards taught in school. 





NCE UPON A time, a bright-eyed young man 

fresh from a leading school of hospital ad- 
ministration went in search of a hospital. He 
was very fortunate indeed to be appointed as 
superintendent of a 100-bed hospital—that is 
a hospital in which 100 patients can be taken 
care of at one time. He was eager to impress 
the board of directors with his superior train- 
ing, as he could easily see that changes were 
necessary to bring this fine, but slightly an- 
tiquated hospital up-to-date. 

Our eager young man started with the ob- 
stetrical department. He had been taught in 
that leading school of hospital administration 
that labor rooms were a necessity. Now, this 
hospital had no labor rooms. The mothers were 
forced to return from the delivery room and 
occupy the same beds (with clean sheets) which 
they had used while in labor. But this situation 
was remedied by using two of the patient 
rooms for labor rooms. And, of course, a milk 
formula room was necessary in order to have 
adequate facilities for the proper sterilization of 


Ralph J. Hromadka is superintendent of the Santa 
Monica Hospital, Santa Monica, Calif. 





milk, so two more patient rooms 
were taken for this. Then one pa- 
tient room was taken over for an 
isolation nursery, one for a sus- 
pect nursery and one for a prema- 
ture nursery. 

The budding administrator sur- 
veyed his work with pride. The 
obstetrical department was now 
completely up-to-date. But there 
was more to be done before the 
hospital would be up to the guid- 
ing standards recommended by his 
school of administration. 

This hospital, being a little old- 
fashioned, was also lacking in a 
central service. The benefits de- 
rived from a central service could 
be counted in dollars and cents; 
consequently, it was necessary to 
have such a service. For this, a 
large room was needed, so a six- 
bed ward was reconverted. Of 
course, no central service would 
be adequately equipped without 
sterilizing facilities, so it was nec- 
essary to take one more patient 
room to house the new sterilizer. 


HE INSTALLS LOUNGES 


Naturally, with all these changes 
going on, the staff doctors began 
to take notice. ‘‘Here,’’ they 
thought, “is the man we’ve been 
waiting for. He’ll understand 
about the many hours we spend 
around the hospital waiting for 
deliveries and caring for critically 
ill patients.” Being eager to please 
everyone, our young man removed 
two patient rooms on the surgi- 
cal floor to make way for a doc- 
tors’ lounge and dressing room. 
(Later, the doctors’ lounge ex- 
panded and engulfed a four-bed 
ward.) 

Not to be outdone by the doc- 
tors, the obstetrical and surgical 
nurses suddenly outgrew their 
dressing room; their need for a 
lounge was urgent. To accomplish 
this, another four-bed ward was 
reclaimed on that floor to meet the 
demand. 

Being a person of modern ideas, 
the administrator next instituted 
a pediatric department. This did 
not provide any additional beds, 
but instead, subtracted from the 
number of beds available in the 
hospital. To make the pediatric 
department complete, an exami- 
nation room and an additional 
utility room were needed. For this, 
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it was necessary to take one pri- 
vate room and one semiprivate 
room. And, of course, a lounge 
was needed for the mothers and 
fathers who could not visit the 
pediatric department because of 
some silly state regulations, so a 
four-bed ward was used for this. 

At this point, our administrator 
noticed that, for a reason he could 
not determine, something was 
happening to the financial and 
economic structure of the institu- 
tion. Realizing that additional 
revenue was necessary, he installed 
a physical therapy department 
that was provided with all of the 
latest equipment available. This 
required the space where previ- 
ously there had been 10 beds, but 
it was a fine thing because outpa- 
tients could be accommodated in 
that section. 

It was evident, too, that the lab- 
oratory and x-ray departments 
were not serving the community 
to the fullest extent, since the 
services of the radiologist and the 
pathologist were limited to those 
patients who were in the hospital. 
Therefore, to better serve the com- 
munity and also to increase the 
revenue, additional laboratory and 
x-ray equipment was installed and 
the department was enlarged to 
the extent of a waiting room, 
dressing rooms, and doctors’ con- 
sultation room. This was a big 
procedure and required the space 
of 16 beds. 

HE EMPLOYS MORE PERSONNEL 

With all these changes going on, 
the conferences held in the admin- 
istrator’s office were large and 
numerous. Not only did the ad- 
ministrator need a larger office, 
but an additional secretary. Con- 
sequently, one semiprivate room 
was taken for his use, and an ad- 
joining semiprivate room for his 
two secretaries. 

This hospital was also lacking 
in an executive housekeeper and 
a licensed engineer, and subse- 
quently these were employed. 
They, of course, also required pri- 
vate offices and another four-bed 
ward was taken for this. 

Not long after the young gradu- 
ate took over as superintendent of 
the hospital, a new superspeed 
state highway was completed near- 
by. Many accident cases began to 
appear and the hospital was not 


always immediately prepared to 
take care of them. There was no 
doubt that the hospital should im- 
mediately be equipped to han- 
dle mass accidents. So a complete 
emergency department was set up 
on the ground floor, comprised of 
an examining room, treatment 
room, x-ray room and four re- 
covery beds. This required the 
space once occupied by eight pa- 
tients. 

As the services of the new emer- 
gency department became known 
to the public, and patients began 
using this emergency department 
instead of going to the doctors’ of- 
fices, it was necessary to expand 
the department to another semi- 
private room. The halls resounded 
with the cries of children who 
supplemented their regular diets 
with such delicacies as ant paste, 
laxatives, and permanent wave 
solution. It was soon evident that 
another semiprivate room was 
needed as a waiting room for the 
parents and relatives of the pa- 
tients. And in order to keep the 
police and curious reporters out of 
the way of doctors and nurses, it 
was necessary to use another pri- 
vate room. 


HIS BUBBLE BURSTS 


His board of directors was kind 
enough to send our progressive 
administrator to many hospital 
conventions. Wanting to prove to 
them that their money was well 
spent, he came home filled with 
more ideas. One which he quickly 
put to use was the installation of a 
miniature chest x-ray machine, so 
that every patient admitted to the 
hospital could be x-rayed. 

He was also privileged to in- 
augurate a pharmacy on the first 
floor—this would provide a tre- 
mendous convenience to passersby 
who might be carrying unfilled 
prescriptions in their pockets. The 
pharmacy required only one four- 
bed ward. 

As was previously mentioned, 
our young man’s board of direc- 
tors had been generous enough to 
send him to many hospital con- 
ventions. They neglected to tell 
him, however, that it was just to 
have him out of the way while 
they interviewed applicants. They 
needed a new superintendent for 
their up-to-date hospital which 
now had only 18 beds left. . 


HOSPITALS, J.A.H.A. 








NURSERY school children begin 
their visit to Children’s Hospital of 
the East Bay, Oakland, Calif., in 
a hospital classroom. The nurse be- 
gins by asking the children, ‘‘Do 
you know who | am and what | 
do?" The children take the discus- 
sion from there, discussing doctors, 
nurses and hospitals, in general. 
Here Ruth Nutting, R.N., shows 
one group of children tongue de- 
pressors and illustrates their use. 
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THROUGH A LOOKING GLASS 


Nursery school pupils preview hospital routines 


F A CHILD of preschool age has never been hospitalized, chances are that 
he has never seen the inside of a hospital. Hospital visiting rules are almost 
always firm on this point. 

As a result, small children must depend upon half-understood adult obser- 
vations and the rather subjective accounts of hospital-experienced playmates 
for their conceptions of what a hospital is like. Add to these usually negavive 
impressions a child’s own active imagination, and his first visit to a hospital 
as an inpatient is likely to be a thoroughly frightening experience. 

To help create a more realistic picture of a hospital in the minds of the 
junior public, Children’s Hospital of the East Bay, Oakland, Calif., invites 
groups of nursery school pupils to join “through the looking glass” tours 
of the hospital. 

Miss L. Louise Baker, R.N., the hospital’s nursing director and originator 
of the idea, believes that in this way the children will be less fearful of a 
hospital and will adjust to hospitalization more satisfactorily. To date, more 
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than 35 groups of nursery school 
children have visited the hospital. 

Administrator Harold T. Nor- 
man agrees that children who have 
had a preview of a hospital before 
hospitalization seem to make a bet- 
ter adjustment to hospital routine 
than those for whom it is a totally 
new experience. 

The children come to the hospi- 
tal in groups of 12 or 15 and are 
accompanied by some of their 
mothers and the nursery school 
director. Prior to the visit, the 
mothers meet one evening with 
Miss Baker, who explains to them 
what the children will see during 
their visit. 

Mostly the tour takes place in 
a hospital classroom, where the 
children meet hospital personnel 
and get acquainted with some of 
the equipment and routines they 
will encounter if they become in- 
patients. Later they visit certain 
nonpatient areas such as the kitch- 
en and laundry, and are served 
refreshments before pausing out- 
side windows to wave greetings to 
the patients in their rooms. Miss 
Baker has had refreshments served 
ever since the first tour, when one 
disappointed boy said, “I don’t 
ever want to come to this hospital. 
They don’t eat here.” 


JUD is invited to examine Patty's throat “‘just like the doctor does’’. 


IN EXPLAINING the 
mask and its use by doc- 
tors and nurses in the 
hospital, Miss Nutting 
tells the children why 
* the hospital staff must 
wear masks every day, 
\ not just on Halloween 


» like they do. 
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LEE finds out how much fun it is to sit in bed and to have CHILDREN are in rapt ements as Miss 
a tray brought. The hospital uses special plastic dishes Nutting shows them an x-ray photo- 
with a circus motif and paper tray covers for its patients. graph and explains how it is taken. 


= 


WASHING up isn't such a job after all if 
you can do it sitting in bed, Dennis finds. 


AFTER explaining to the children the doctor's use of the 
otoscope, Miss Nutting places the otoscope in Dennis’ 
ear so that Patty might see the inside of his ear. 


JANUARY 16, 1960, VOL. 34 





by MARK BERKE 


and SIDNEY EPSTEIN, D.D.S. 


N ITS LONG and sometimes hectic 

history, the hospital has under- 
gone remarkable changes, ranging 
from the medieval notion that it 
was a prison for persons possessed 
of the “devils” of disease, to the 
modern idea of a medical center 
with all the resources of science 
at its command. Once a place in 
which the old and “incurably ill” 
were relegated to an undignified 
obscurity and death, today the hos- 
pital is a place of teaching, of 
learning, and of research, accepted 
by the public as the basic health 


agency of the community. Even 
now, it goes beyond the immediate 
care of the sick to become the cen- 
ter of an integrated, community- 
wide program for the prevention 
of illness and for the rehabilitation 
of the disabled. 


ADMINISTRATION: MEANS TO AN END 


It is unfortunately true that 
because of the harassment and 
frustration that are occupational 
hazards in the management of hos- 
pitals today, the administrator not 
only has a tendency to forget that 
patients are people, but also that 
administration is fundamentally an 
enabling process. It is the oil that 
enables the hospital’s intricate ma- 
chinery to run as smoothly and as 
free from friction as possible. While 
its importance must not be under- 
estimated—for without administra- 
tion there can be nothing but chaos 
in any large social group—admin- 
~ ‘Mark Berke is executive director, and 
Sidney Epstein, D.D.S., is chief of the de- 
partment of dentistry, Mount Zion Hospi- 
tal and Medical Center, San Francisco. 

This article is adapted from a presenta- 
tion at an American Hospital Association 
Institute on Hospital Dental Service in 
San Francisco, in May 1959. It also appears 
in the January 1960 issue of The Journal 


of Oral Surgery, Anesthesia and Hospital 
Dental Service. 
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The concept of total health service 
includes full dental care in the hospital, 
the authors assert. Since integration of 
the dental department is the respon- 
sibility of the hospital administration, 
they believe that hospitals should 
acquire modern dental equipment, 
train anesthetists and operating room 
personnel in special dental problems, 
and initiate teaching and research pro- 
grams for dentists, including intern- 
ships, residencies and postgraduate 
courses. 





istration is nevertheless not an end 
in itself. It is only a means to the 
end that, through proper coordina- 
tion and correlation of all depart- 
ments, both professional and non- 
professional, the hospital may give 
a consistently high quality of serv- 
ice to its patients and thus neces- 
sarily to its medical staff. 

The hospital house has many 


mansions, and there is room in it 
for the worker, the student and the 
teacher. Like an individual or a 
small town, every institution has 
its own cultural pattern, its own 
behavioral characteristics, its own 
values, standards and traditions. 
Always providing that the stand- 
ards are socially and professionally 
acceptable and flexible, rather than 
rigid and undesirable, an adminis- 
trator should recognize and under- 
stand the values of the hospital he 
represents, and he must work with 
the medical staff and governing 
body to maintain those standards 
and raise them wherever it is 
deemed necessary. 

These things, of course, are not 
easy to accomplish, nor can they 
invariably be done speedily. Re- 
quests must be measured against 
the needs of the institution, and 
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IN THE HOSPITAL... 


an integral part of total health service 


there are always budgetary restric- 
tions to consider. But, in many 
ways, the administration is able 
to help the staff not only on a 
mass basis, but also on an individ- 
ual level. 

In these developments, dentistry 
has an important part to play, 
although its assumption of its real 
role has been postponed too long. 
Leroy E. Burney, M.D., has said, 
“Dental progress in research, edu- 
cation and clinical practice can be 
advanced if the alliance between 
dentistry and medicine is strength- 
ened. The development of close 
ties between medicine and den- 
tistry benefits the population as a 
whole’”’.1 


NEEDED: DENTAL PREPAYMENT PLANS 


Unfortunately, dentistry has 
lagged behind hospital administra- 
tion and organized medicine in 
developing prepayment or insur- 
ance plans that would permit a 
broadening of dental procedures 
for which any patient might be 
hospitalized. However, prepaid hos- 
pitalization programs must inevi- 
tably increase their coverage with 
the inclusion of dental services; 
the result will be an increase in 
the number of dentists seeking hos- 
pital privileges. There may also be 
increased need for hospital dental 
facilities and trained personnel to 
accompany the growing demands 
for dental care for physically or 
mentally handicapped or emotion- 
ally disturbed persons. 

Fred A. Henny, D.D.S., has writ- 
ten at length of dentistry’s role in 
interdepartmental hospital rela- 
tions.2 Some of his thoughts are 
worthy of repetition. 

“Dental education, although 
based on the same broad scientific 
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background as medicine, special- 
izes in detail not only in treatment 
but also in the anatomy, physi- 
ology and pathology of the oral 
cavity and masticating system. As 
a result, both undergraduate and 
graduate education in dentistry 
has been developed in- such a 
fashion as to gain a greater un- 
derstanding of the problems aris- 
ing in this field both as local en- 
tities and also as they involve 
alterations in physical health. 

“Consequently, the chief contri- 
butions to the accumulation of 
knowledge regarding the various 
diseases, deformities, infections 
and management of trauma of the 
oral cavity and its associated struc- 
tures have been made by investi- 
gators and clinicians with dental 
backgrounds, whereas medicine 
has expended very little educa- 
tional effort in this area (of the 
oral tissues and structures) since 
it has generally accepted the 
premise that this was the chief 
responsibility of the profession of 
dentistry. 

“To meet these responsibilities 
and te produce an even higher level 
of quality of patient care, dentistry 
long ago established special fields 
of interest and study which today 
are the recognized dental special- 
ties. 

“Ideally, the modern American 
hospital dental department has all 
of these specialties represented by 
staff personnel who have received 
formal graduate training in their 
chosen field. In many instances a 
given patient may require the co- 
operative effort of a majority of 
the dental staff, in addition to the 
cooperation of the medical depart- 
ment, to attain the finest possible 
end result. 


“It is to the patient’s advantage 
to have the best possible coopera- 
tion between the dental staff and 
all divisions of the hospital organi- 
zation. In order to develop such 
relations, however, it is important 
for the staff members of the vari- 
ous hospital departments to un- 
derstand the educational back- 
ground and clinical contributions 
of the dental staff. There can be 
no room for a superior or monopo- 
listic attitude on the part of either 
the medical or dental staff.” 


DENTAL USE OF CLINICAL LABS 


In the total program of the hos- 
pital the dental department com- 
monly makes little use of the 
clinical laboratories. While the 
hospital record of both inpatients 
and outpatients have the pertinent 
routine physical and laboratory 
data, dentists do not with any 
consistency submit material for 
bacteriological studies of organ- 
isms in endodontics, nor for anti- 
biotic sensitivity studies, nor for 
routine microscopic study of tis- 
sues removed during surgery. 

At the risk of increasing the 
number of complaints from the 
clinical pathological laboratory 
that it is overworked and under- 
staffed, it must be stressed that the 
laboratory should be used con- 
stantly, since it brings dental treat- 
ment into a closer relationship 
with the diagnostic facilities and 
the basic scientific activities of the 
hospital. Its use provides the 
bridge with associates in medicine 
for adequate preoperative surveys 
and postoperative consultations 
when they are required. 

One of the problems that often 
besets hospital administration as 
well as the chief of dentistry is 
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the question of the dentist’s 
boundaries of activities and re- 
sponsibilities in the hospital. It can 
be readily agreed that dentistry 
should enjoy the same recognition 
in the constitutional organization 
of the hospital as any other medi- 
cal specialty, and that it should 
have an equal measure of auton- 
omy in the selection of its staff 
and in the conduct of intradepart- 
mental activities. 


THE HOSPITAL’S AUTHORITY 


However, Robert R. Cadmus, 
M.D., has stated: “When a dentist 
says that he is legally able to prac- 
tice without supervision outside of 
the hospital, what authority does 
the hospital have to limit him on 
the inside? Historically, trustees 
have delegated professional care to 
the medical staff. If, under the cir- 
cumstances, the physicians recom- 
mend a policy such as no surgery 
without a physical examination by 
a physician, then the board of 
trustees accepts this suggestion of 
their advisers and, within their 
legal authority, adopts this as an 
internal regulation. Trustees usu- 
ally feel that they must accept the 
physician’s advice in such matters, 
and they feel legally comfortable 
with the professional backing of 
the medical staff. I believe that 
trustees feel no compulsion to open 
their doors to other health workers 
including dentists, unless so ad- 
vised by the medical staff. 

“The administrator should rec- 
ognize hospital dentistry as some- 
thing more than oral surgery. He 
should see that there are dental 
instruments, personnel equipped 
to assist, and in general the fa- 
cilities should be made equally 
available to physician and dentist 
according to the ability of the 
institution. 

“The best dental care is pro- 
vided when a physician performs 
the presurgical physical examina- 
tion. The public will demand this, 
particularly in the hospital setting. 
This is not discrimination against 
the dentist because often there are 
restrictions placed on general prac- 
titioners or on other specialties in 
much the same manner. 

“Definitions and boundaries are 
best settled locally, rather than at 
a national level, on the basis of 
mutual professional trust and re- 
spect. If an individual dentist is 
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qualified and able to provide good 
dental care, his work requirements 
will be met and understood. Den- 
tistry is making great strides in 
education and this will automat- 
ically help solve much of the prob- 
lem. 

It need scarcely be added that 
any proposals relating to the prac- 
tice of dentistry in the hospital 
must conform to the requirements 
of the Joint Commission on Ac- 
creditation of Hospitals. 

A glance at modern surgical 
techniques, such as open heart 
surgery, or the development of the 
stereotaxic procedures in neuro- 
surgery, gives convincing indica- 
tion that there is a trend toward 
the growth of teamwork in the 
operating room, especially in ma- 
jor or complicated surgery. In- 
stead of the surgeon working with 
an assistant, an anesthesiologist 
and one or two nurses, the oper- 
ating room today may be crowded 
with two or three surgeons, an 
anesthetist, two or three nurses 
and as many as a half-dozen other 
physicians and technicians, all 
working together as a team, oper- 
ating and monitoring equipment. 


A NEW APPROACH: DENTAL TEAMS 


There are possibilities for such 
an approach in dentistry, too. One 
of the new areas of dental treat- 
ment that we are preparing to 
study at Mount Zion Hospital and 
Medical Center is the development 
of dental teams to do complete 
dental procedures for patients un- 
der general anesthesia. 

The concept is being developed 
around the philosophy that it 
should be possible to take a patient 
who requires extensive restorative 
dentistry and to complete the den- 
tal rehabilitation in one lengthy 
session. This would involve neces- 
sary exodontia and operative den- 
tistry, as well as the preparation 
of abutment teeth and the securing 
of essential impression records for 
fixed or removable prosthetic res- 
torations. 

It is obvious that such an am- 
bitious effort would be beyond the 
physical capacities of one indi- 
vidual. Yet with a team of dentists, 
each with special skills, and trained 
dental ancillary help in addition to 
the usual operating room person- 
nel, the patient could benefit from 
this multiplicity of effort. 


The chief of the dental depart- 
ment and some interested dentists 
have conceived a plan whereby a 
patient will be admitted to the 
nospital, and, after a thorough 
medical examination, will be pre- 
pared for a general anesthetic. In 
one of the surgical pavilions a mo- 
bile dental cabinet, fully equipped 
with all the necessary dental ar- 
mamentarium and supplies, will be 
set up. Ultraspeed dental equip- 
ment will be used for increased 
efficiency and to reduce fatigue. If 
two dentists alternated at the op- 
erating table, each performing the 
required operative procedures on 
a quadrant of the dentition, they 
could make rapid progress and yet 
do dentistry of greatest precision. 

Fortunately, all of this planning 
comes at a most opportune time, 
since with the present stage of 
anesthetic pharmacology and phys- 
iologic knowledge, it is possible to 
carry a patient for a considerable 
period safely and comfortably. 
New ultraspeed dental operative 
devices and rapid-setting restora- 
tive materials, as well as easily 
manipulated and accurate impres- 
sion substances, contribute as im- 
portant factors. 

This dental team plan opens up 
a whole area of déntal therapy for 
the adult patient. 

Glenn E. Wilhelmy, D.D.S., has 
said: “Although most restorative 
dentistry will always be done in the 
dental office there are occasions 
when it is advisable that these 
procedures be done in the hospital 
under general anesthesia. The two 
most common situations in which 
restorative dentistry in the hospi- 
tal is indicated are: (1) in the case 
of persons who prefer such oper- 
ations to be performed at one time 
without the inconvenience of fre- 
quent dental appointments, and 
(2) for those persons who have 
such a high degree of anxiety and 
apprehension that they neglect to 
receive routine dental care while 
in the conscious state.’4 


CARE FOR THE HANDICAPPED 


During the past several years 
there have been increasing num- 
bers of cerebral palsied children or 
others afflicted with handicaps that 
have not permitted routine dental 
office treatment, who have had to- 
tal dentistry performed under gen- 
eral anesthesia. In many commu- 
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nities there is an increased demand 
for similar facilities and service. 
The expansion of dentistry to this 
segment of the population wouid 
be not only a most progressive 
step in hospital community re- 
sponsibility, but also a meaningful 
challenge to the dental profession. 

It is around these concepts that 
hospital personnel, the physician 
and the dentist should join forces 
in treating dental disease. The hos- 
pital can provide an atmosphere of 
comfort, safety and convenience, 
the physician the assurance of to- 
tal physical well-being, and the 
dentist the intelligence and skill to 
consumate the specialized treat- 
ment. 

Unfortunately, most hospitals 
are not ready for the new role they 
will be expected to assume. The 
physician still views the oral cav- 
ity as an unknown area that he 
bypasses in peering more deeply 
into the body recesses. The phy- 
sician-anesthetist often does not 
have the training and experience 
to resolve quickly the special prob- 
lems of dental anesthesia. Hospi- 
tals do not generally have the 
modern equipment necessary for 
efficient dental procedures. Oper- 
ating room personnel have not 
learned that the demands for ef- 
ficiency in this specialty are com- 
parable to those in other surgical 
techniques. One is often aware of 
the casual attitude that oral sur- 
gery is ‘“‘just extracting some 
teeth”. What would it be toward 
‘just filling some teeth’? Never- 
theless, these are surgical proce- 
dures and there is a human life 
involved. 


TRAINING FOR TEAMWORK 


Even dentists are not ready. 
Generally, only those who practice 
oral surgery as a specialty are 
familiar with operating room pro- 
cedure, and their requirements are 
usually met by the surgical equip- 
ment that is normally found in the 
operating room. They need only a 
few specialized instruments in ad- 
dition. However, the plan proposed 
for total dentistry will require com- 
prehensive programing as well as 
coordinated training of dentists. In 
this development, it must be the 
responsibility of the chief of the 
dental department to set up criteria 
and standards for those eligible to 
do dentistry in this specialized 
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situation. A period of observation, 
assistance and team participation 
probably will be required by the 
hospital. 

It should be the responsibility of 
the hospital administration and the 
chief of the medical staff to inte- 
grate the dental department close- 
ly into the total medical program- 
ing of the hospital. Encouragement 
should be given to the develop- 
ment of the teaching and research 
programs that are related to a total 
program. 

The general pathologist is often 
only casually familiar with the 
particular tissue changes of oral 
tissue. Alterations of hard tissues 
as well as neoplastic changes may 
be unique. Dentists should be re- 
quired to provide participants on 
the tumor boards. Those with spe- 
ial knowledge or interest in oral 
pathology should be invited to re- 
view and consult on the specialized 
tissues of the mouth and adjacent 
structures. 


David Tanchester, D.D.S., has 


said: ‘Members of the dental pro- 
fession who practice their calling in 
accordance with modern scientific 
principles and who seek to keep 
abreast of, and contribute to, prog- 
ress in their fields, know the im- 
portance of the basic sciences in 
their work. Dentists recognize that 
patients are complex organisms 
and not simply endowed with teeth 
that are more or less imperfect, 
requiring mechanical treatment to 
restore them to working order. The 
dental profession recognizes this 
relationship between dental and 
medical conditions. The solution of 
many of these problems can be 
found in the environment of the 
hospital. 

“Laboratory and clinical evi- 
dence indicate that diabetes, can- 
cer, epilepsy, cerebral palsy, card- 
iovascular diseases and arthritis 
can be accompanied by oral health 
disturbances. The mucous mem- 
branes of the mouth manifest the 
early lesions and symptoms of pri- 
mary hematologic disorders. Den- 


DENTAL RESEARCH IN HOSPITALS 
the acceleration of dental research sponsored by the National 
; of Health and other government and private agencies and 
Ree. ons, it is now possible to organize and finance adequate 
ot dental research units in hospitals. This is an excellent atmosphere for 
dental research for it encourages close association and free inter- 
__ change of information between the dental, medical and hospital re- 
search staffs and the personnel of the dental research unit. We have 
“had such a section in the Henry Ford Hospital [Detroit], for the past 
two years. . . . [One] of our clinical studies has shown a strong 
between developmental defects of the dental enamel and 
‘sub nt development of epilepsy. Laboratory investigation in 
ha dental research laboratory is now clearly showing the role of 
Ai ‘prenatal and neonatal factors in the formation of enamel hypoplasia 
which may possibly result in a reappraisal of obstetrical care and 
- subsequent reduction of not only enamel defects but also the oc- 
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but also of importance in his development as a solidly professional 
ir ‘hoped that there will be growing interest in dental re- 
rch in hospitals, for significant progress in the investigation of 
oblems of mutual interest can be attained by pooling dental 
edical knowledge.—FRED A. HENNY, D.D.S., in an article, 
Care Planning in Hospitals,” in Journal of Oral Surgery, 
esthesia and Hospital Dental Service 17:18, Nov. 1959. * 





tistry can play an important role 
in the rehabilitation of patients 
who develop these diseases. 

“In the older age group of the 
adult population, approximately 
four per cent of all neoplasms oc- 
cur in the oral cavity. With a 
proper examination such as a 
qualified dentist can give, an es- 
timation of the nature and extent 
of the malignancy is possible. In 
the rehabilitation of these patients, 
the dental department plays an 
important role.”5 


DENTAL EXAM FOR ALL PATIENTS 


It is not unreasonable to require 
that every outpatient have a com- 
plete dental examination as part of 
his physical examination and eval- 
uation, One could even approach 
a point of controversy and include 
it as part of the evaluation of every 
inpatient as well. Cadmus has 
stated, ‘No one can talk of total 
health without including in such 
a concept full dental care, both 
prophylactic and therapeutic. 
Therefore, physicians cannot long 
ignore the realities of dentistry, 
and if the trustees do not receive 
their indoctrination from their 
medical advisers, they certainly 
should get it from dentists. There- 
fore, the stronger this force for 
positive health becomes, the sooner 
the full realization of dentists’ 
dreams for hospital dentistry will 
come to pass’’.6 

It is realized that this poses a 
problem of personnel time. How- 
ever, in our concept of a modern 
hospital there should be provision 
for adequate dental personnel. A 
hospital that is accredited should 
also develop an intern and resident 
training program for dentists. 
Such trainees could spend some of 
their time working with various 
medical specialties of the hospital 
and provide a measure of liaison 
and continuity of effort. 


WHY HOSPITALS EXCLUDE DENTISTS 


E. M. Bluestone, M.D., has given 
two basic reasons why hospitals in 
many instances do not make use of 
the educational opportunities pre- 
sented by dentists.7 The first is 
cost; however, since the general 
hospital is expected to include all 
the specialties in its services, den- 
tistry and its preventive possibili- 
ties should not be excluded from 
the hospital’s program. The second 
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reason is “the traditional preoccu- 
pation of the hospital with spe- 
cialists who deal with patients of 
a less ambulatory and more urgent 
nature who compel priority of 
service’. We are now beginning to 
recognize, however, that acute care 
and nonurgent care must be inte- 
grated in the hospital, and this 
recognition will hasten the day 
when dentistry is regarded as no 
less important than any other spe- 
cialty. 

Dr. Bluestone lists six basic 
principles for planning the educa- 
tional relationship between hospi- 
tal and dentist: 

1. The educational program of 
the hospital should be broadened 
to include the student of dentistry. 

2. Education, in the hospital 
sense, is more than the factual 
transmission of knowledge to a 
student. It involves also the teach- 
ing of nondental colleagues who 
need the dentist’s consulting skill 
as much as he needs theirs. 

3. The value of full-time service 
in dentistry, as well as in other 
clinical specialties, should be con- 
sidered. 

4. Teaching is a personal activi- 
ty, involving every member of the 
dental staff. 

5. Adequate budgeting allow- 
ances must be made by the hos- 
pital to cover personnel, equipment 
and supplies. 

6. Graduate as well as under- 
graduate students should be in- 
volved in the teaching program. 

The postgraduate training 
courses and other lecture series 
that are given in a hospital should 
include lectures by qualified den- 
tists on subjects that are of interest 
to the physician, such as_ the 
growth and development of maxil- 
lofacial structures, paradental dis- 
ease, oral manifestations of sys- 
temic diseases, and _ preventive 
measures in dental caries. In many 
parts of the United States, some 
physcians are still uneducated as 
to the importance of fluoridation 
as a vital preventive public health 
measure. 

There might also be joint pres- 
entations of the coordinated ac- 
tivities of dentistry with the spe- 
cialties of ear, nose and throat and 
plastic surgery. 

Another part of the hospital 
that is deserving of the special in- 
terest of the dental department is 


the library. Members of the dental 
staff should evidence enough need 
for professional literature to re- 
quire the hospital library to pro- 
vide a ready reference of impor- 
tant texts. More particularly, the 
librarian should maintain and bind 
current dental journals. 

A considerable number of pa- 
pers in dental literature would be 
of interest and value to physicians 
in the several specialties. Dentists 
should also be encouraged to per- 
use the medical journals. Reading 
together and thinking together in 
a library will do much to provide 
an atmosphere and an accord of 
purpose encouraging to harmony 
between the staffs. 

We have spoken at length of 
what the dentist should expect 
from the hospital and how he may 
contribute of his professional skills 
to add to the hospitalized pa- 
tient’s security and well-being. It 
is equally important to consider 
what the hospital should expect of 
the dentist. If it is a community 
hospital which maintains clinics, 
he should give regularly sched- 
uled time to the care and treat- 
ment of clinic patients, not only 
in the realm of his particular in- 
terest but also in accordance with 
the varying needs of patients. He 
should give generously of his time 
to any teaching or training pro- 
gram, especially in providing 
proper motivation and direction to 
younger men on the staff. He 
should express interest and a will- 
ingness to assist in any hospital 
activity that enhances its progress 
and place in the community. 


WHAT HOSPITALS OWE DENTISTS 


In its turn, the hospital must 
offer certain intangibles to the 
professional members of its staff. 
Some of these have already been 
discussed. Perhaps the most im- 
portant is that the dentist should 
be given an opportunity to partici- 
pate in the development of an in- 
tegrated health program—a pro- 
gram that.will deal with the total 
health needs of the individual and 
the community. Much has been 
said in the past about overspeciali- 
zation in medicine, and about the 
tendency of specialists to regard 
patients as isolated organs—‘“the 
heart case in 397”, or “the rup- 
tured appendix in 408”. Now, the 
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HE MISSION of hospitals every- 
where is to give the best avail- 

able medical service to their 
patients. Every member of the 
hospital staff must, therefore, be 
geared to meet this objective. 

When a patient arrives at the 
hospital he has a right to expect 
the highest quality of care pos- 
sible. He should‘expect this care 
to encompass health promotion, 
prevention of disease or disability, 
and rehabilitation, as well as the 
routine care of his illness. Since 
this is a responsibility shared by 
the total staff of the hospital, the 
best kind of service to the patient, 
then, depends upon cordial rela- 
tionships, mutual understanding 
and coordinated effort among ail 
parties responsible for providing 
this service. 

Throughout the years, by ne- 
cessity, a supporting cast of non- 
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For the most effective medical care, 
each member of the hospital staff 
must relate his contribution to all 
other hospital services, the authors 
state. Using nursing service personnel 
as an example, they define the inter- 
related responsibilities of individuals 
at each level of the organization. 





medical personnel has been devel- 
oped to permit the more effective 
medical care of the patient. These 
include the engineering, account- 
ing, housekeeping, personnel, pur- 
chasing and other special depart- 
ments. Along with the development 
of the supportive cast of nonmedi- 
cal personnel has come an increase 
in the number of health workers 
in our hospitals. The coordinative 
process has become increasingly 
more complex and also increasing- 
ly more important. Dedication to 
serving patients is not the exclusive 
prerogative of medicine, nor is the 
responsibility for the comfort and 
care of the hospital patient the 
isolated responsibility of the pro- 
fessional group. 

Employees will have contacts 


with services and divisions other 
than their own each day. Effective 
service is dependent upon the re- 
liable work that a combination of 
people perform. It is essential that 
each worker understand the con- 
tribution of others and that he 
keep others informed of his role. 
He should constantly examine his 
own methods of work to make 
sure they are intermeshing ade- 
quately with other services and 
are attaining effective end results 
for the patient. 

Because they have the privilege 
of contributing direct nursing care 
around the clock, nurses more than 
the members of any other group 
must know the functions and roles 
of other disciplines. Nurses cannot 
necessarily be the ones to decide 
what the role of other persons may 
be. However, once defined and 
clarified by the group or groups 
concerned, the nurse should know 
how each discipline fits into the 
patient care plan; only then will 
her patients get maximum benefit 
during their hospitalization. 


PLANNING FOR COORDINATION 


Well coordinated functioning 
doesn’t just happen. There must 
be consultations and conferences, 
sharing and comparing of plans 
and activities and recognition of 
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the interdependence of services in 

achieving total patient care. 

The activities which involve 

nursing are, in part, as follows: 

1. Housekeeping activities. 

2. Personnel employment ac- 
tivities which would include 
recruitment, selection, inter- 
viewing and processing of new 
employees, and orientation, 
training and promotion of em- 
ployees who are already on 
the job. 

Purchasing. 

Laboratory procedures. 
Diets. 

Maintenance. 

Safety. 

Accounting. 

Preparation of patients for 
examinations done by other 
departments, such as x-ray 
and laboratory. 

Isolation techniques to be ob- 
served on communicable dis- 
ease units and with patients 
transported to other units. 

11. Medical service, which would 
include the following: 

@ Referral procedures for pa- 
tients requiring home nursing care. 
@ Patients’ activity programs. 

e Grouping of patients accord- 
ing to clinical services and accord- 
ing to medical and nursing needs. 

@ Orientation programs for med- 
ical students and residents. 

@ Ward conferences. 

12. Participation on hospital com- 
mittees; i.e., therapeutic com- 
mittee, library committee, and 
safety committee. 

These and other interrelated ac- 
tivities need to be discussed and 
planned cooperatively by the serv- 
ices concerned. The administrator 
sets the tone for planning and 
working together. He should create 
situations in which department 
heads and members of the para- 
medical groups giving patient care 
can meet together to plan for that 
care and discuss problems of mu- 
tual concern. 

Members of several disciplines 
can and should work cooperatively 
with the patient’s family and with 
representatives of community 
health and welfare agencies. The 
hospital personnel may give mutual 
support in areas of overlapping re- 
sponsibility and competence. When 
a new situation arises, they should 
work it out together and establish 
basic policies to be followed in 
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similar situations. Even though 
there may be changing and over- 
lapping responsibilities in some 
areas, each staff member has in- 
dividual responsibilities character- 
istic of his own profession and each 
needs to understand the limits of 
his competency. 


THE COMPETENT SERVICE DIRECTOR 


From the administrator’s view- 
point, the role of department and 
service directors may be somewhat 
similar. The following require- 
ments as attributed to nursing 
service directors, source unknown, 
would apply to all service leaders: 
1. Intelligent, sincere cooperation 

—not blind obedience—in the 
hospital policies and procedures. 
Active participation in the de- 
velopment of policies and pro- 
cedures within his own depart- 
ment and service in line with 
the philosophy and policies of 
the hospital. 

A willingness to give adequate, 
concise reports on his service 
at the proper times. 
Submission and adherence to 
a service budget, without over- 
emphasizing his needs at the 
expense of other departments. 
Cooperation in providing a safe 
environment for patient and 
worker and in supporting such 
activities as the employee health 
program, safety program and 
preventive maintenance pro- 
gram. 

Continuous study and evalua- 
tion of present-day work meth- 
ods, with a willingness to ex- 
periment, to accept new ideas, 
to seek more efficient work 
methods. 


TEAM MEMBER RESPONSIBILITIES 








Training and devel 


GRAPH 1 


7. Cooperation with other depart- 
ments and recognition that no 
department functions independ- 
ently of another. 

An awareness of the need 
for staff development, with a 
planned program to train and 
develop inexperienced subordi- 
nates. 

Alertness to the promotion of 
democratic management within 
the department, and coordina- 
tion of the educational pattern 
into the over-all activities of 
the hospital. 

Administrators as a rule are in- 
tensely interested in the continued 
development of the hospital’s most 
valuable resource—its staff. It is 
an essential part of the supervisor’s 
job to aid the employee in acquir- 
ing the skills, knowledge, habits 
and attitudes required for effective 
performance. This responsibility 
cannot be ignored or evaded. The 
degree to which it is accepted and 
carried out by each supervisor is 
reflected in the effectiveness of the 
work. 


ACHIEVING STAFF DEVELOPMENT 


The accompanying graphs illus- 
trate the increasing responsibilities 
of supervisors for staff develop- 
ment. Although nursing has been 
chosen to illustrate this, the prin- 
ciples apply to all services and 
divisions from worker to leader 
and up to successively higher 
levels of responsibility. Responsi- 
bilities are portrayed on the graphs 
with shaded areas to illustrate 
their relative importance for staff 
developmen.. 

Program Guide, Nursing Serv- 
ice, a document of the Veterans 
Administration, helped us define 
how responsibilities should devel- 
op in the various personnel cate- 
gories.1! 

Graph 1 represents a_ typical 
nonsupervisory employee. In nurs- 
ing service, it is the team member 
who may be an aide, orderly or 
staff nurse. If we ask ourselves 
what are the broad general re- 
sponsibilities of the team member, 
we may agree that they could be 
described in terms of doing a day’s 
work, being cooperative with su- 
pervisor and fellow workers, and 
following the policies and proce- 
dures of the institution which ap- 
ply to him and to his work. 

The team member doing his work 
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Now available in many sizes 


WECKINK STERILIZING BAGS 


The acceptance of WECKINK STERILIZING BAGs has been so great 
that additional sizes for handling more items became a necessity. 
The present range is shown at the right. 
In addition to PROOF OF AUTOCLAVING(, these bags offer the 
following advantages: 
e water-resistant glue—bag will not come apart during or after 
autoclaving. 
e complete steam penetration—the special paper used in WECKINK 
BaGs allows complete steam penetration of the contents. 
e wet-strength paper—resists tearing when wet. 
Weck’s complete line of Sterilizing Bags ac- 
commodate most every item for autoclaving! 


If you haven’t tried WECKINK STERILIZING BAGS you will discover that Jf ~ seoneran 
they are the most convenient and most economical (labor and material i Re 
considered) method of packaging for autociaving. 


Write for free samples and prices including special contract prices. 


WECKINK 


. SURGEON’S GLOVES, FANFOLD TOWELS, 
COTTON BALLS, V-PADS — 1012’ x 6” 


. CATHETERS — 22” x 22” 
- SYRINGES —30 and 50 cc—10” x 2%” 
. SYRINGES—10 and 20 cc—8” x 214” 
. SYRINGES—2 and 5 cc—6” x 22” 
F, NIPPLE CAPS— 4” x 1%” x 242” 
> G. NEEDLES — 4”x 1%" e@ (and a host of other small items) fAutoclaving is not, per se, proof of sterility. 


NOTE: WECKINK STERILIZING BAGS are only part of the complete Weck System which revolutionizes the procedure of 
preparing items for autoclaving. Full details on request—or better —check with your Weck representative. 


70 years of knowing how RERE 


WECK 


EDWARD WECK & COMPANY Brookiyn 1, New York 
DIVISION OF STERLING PRECISION CORP. 
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very definitely must be expected 
to contribute to staff development 
through his example in work and 
attitude, demonstrating his job, an- 
swering questions, and passing in- 
formation and explanations. The 
experienced employee will, by ex- 
ample, promote high standards of 
work performance to the less ex- 
perienced employee. These are re- 
sponsibilities the team member has 
to his employer, fellow employees 
and his job. 


TEAM LEADER'S RESPONSIBILITIES 


Graph 2 shows the change which 
takes place when an individual is 
assigned to team leader duties. 
She, too, is expected to do some- 
thing, to be cooperative, and to 
follow the policies and procedures 
of the institution. But these are 
taken for granted, and emphasis is 
placed on the new and heavier re- 
sponsibilities which she assumes. 
She has become a member of the 
management group. Her broad 
general responsibilities might very 
well now be described in terms of: 
1. Planning and organizing: 

@ She delegates work, selects 
the right person for the right job 
and provides the right amount of 
assistance to the group. Better 
planning and organizing call for 
less directing and controlling. 

@ She plans duties according to 
the abilities of each team member. 

@e She plans for progressive 
learning experiences in assign- 
ments. 

@ She arranges work assign- 
ments which provide job satisfac- 
tion. 

2. Directing and controlling: 

e The team leader now uses 
authority properly, makes deci- 
sions for her group and steers them 
toward the accomplishments of 
their goal. She sets standards, and 
then evaluates and adjusts them 
as necessary to improve the care 
of the patient. 

@ She assigns and supervises, 
but steps back in to set an example 
when necessary. 

@ She uses her constant contacts 
to interpret hospital policies. 

3. Coordinating: 

e She coordinates with other 
teams on the unit and within her 
own working force. 

@ She participates in and con- 
tributes to conferences which plan 
patient therapy, rehabilitation, 
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GRAPH 2 


ward improvement projects and 
staff learning activities. 
4. Evaluating: 

@ She reviews her plan of su- 
pervision and guidance of non- 
professional nursing service per- 
sonnel. 

@ She reviews her own con- 
tribution to the nursing service in 
relation to opportunities for pro- 
fessional growth. 

®@ She utilizes educational facili- 
ties within the hospital and com- 
munity such as library facilities, 
university facilities, work groups, 
committees, inservice programs, 
staff conferences and professional 
organizations. 

5. Getting results through people: 

@ From the first to the highest 
leadership position, this is the big 
departure from doing a task one- 
self. This is where the leader be- 
gins to have more responsibility 
for human problems. She must 
know people, understand them and 
gain in ability to handle them. We 
are sure the importance of staff 
development is obvious in carry- 
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ing out this responsibility. 
6. Following: 

@ Many leaders and supervisors, 
in addition to their supervisory 
respcnsibilities, also have nonsu- 
pervisory responsibilities for shar- 
ing in the work production of their 
units. 

@ Whether or not the team lead- 
er shares in the work production, 
the willingness to follow is neces- 
sary in order to meet the common 
over-all objectives of the institu- 
tion. Each leader must also be a 
follower if we are to have unity in 
achieving the goal. 

No attempt was made on the 
graphs to show the time devoted 
to various functions. Instead, they 
give an over-all view of the broad 
general responsibilities that an 
employee has. From that first lead- 
ership assignment on up to the 
administrator the general responsi- 
bilities do not change. Instead, they 
become heavier in all areas with 
an increasing need for awareness 
of the staff development responsi- 
bility. We will not attempt to dis- 
cuss the numerous functions one 
would have in each of these areas, 
but will mention a few in relation 
to development of subordinates. 


HEAD NURSE RESPONSIBILITIES 


The responsibilities of the head 
nurse are shown in Graph 3. These 
include the following: 

1. Planning and organizing: 

@ She estimates the amount and 
type of unit teaching necessary for 
staff development. 

@ She considers when teaching 
should be done and by whom. 

2. Directing and controlling: 

@ She provides on-the-job teach- 
ing and supervision of personnel. 

@ She provides work situations 
which stimulate potential capaci- 
ties. 

@ She participates in inservice 
programs. 

3. Coordinating: 

@ She must understand, inter- 
pret and implement nursing serv- 
ice policies and procedures. 

@ She must understand and in- 
terpret functions of other hospital 
divisions and participate in im- 
plementation at the unit level. 

@ She must cooperate with other 
divisions in scheduling nursing 
unit activities—these promote cor- 
relation of functions. 

@ She must understand and in- 
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terpret functions of community 
agencies to her staff. 
4. Evaluating: 

@ She will review growth and 
development of staff members and 
critically review the unit teaching 
program to measure its adequacy. 


SUPERVISOR RESPONSIBILITIES 


Supervisor responsibilities, which 
are pictured in Graph 4, include 
these requirements: 

1. Planning and organizing: 

®@ She promotes the development 
of each employee to maximum Cca- 
pacity. 

@ She participates in planning 
education and training programs 
as they relate to her clinical spe- 
cialty. 

2. Directing and controlling: 

® She participates in her clinical 
area in teaching programs for per- 
sonnel and patients. 

e@ She keeps her staff informed 
of new developments in medical 
and nursing service as applied to 
her specialty. 

@ She encourages her staff to 
study informally, to participate in 
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professional activities and to pur- 
sue advanced academic studies as 
a means of self-development. 

3. Coordinating: 

@ She confers with supervisors 
in other clinical areas and with the 
medical personnel in her own clini- 
cal service in order to interrelate 
nursing activities to other areas. 
4. Evaluating: 

e@ She analyzes staff develop- 
ment and the quality of supervi- 
sion. 

@ She plans assignments in re- 
lation to opportunities for growth 
and job satisfaction. 

e@ She evaluates the education 
and training programs in relation 
to work expectations. 

@ She analyzes special problems 
encountered in administering the 
supervisory plan for staff devel- 
opment. 


AIMS OF THE ASSISTANT DIRECTOR 


Graph 5 shows the following 
areas of responsibility for the as- 
sistant director: 

1. Planning and organizing: 

@ She assists in the development 
and teaching of the philosophy, 
goals and aims of the nursing serv- 
ice. 

@ She assists in identification of 
present and projected needs of the 
nursing service and relates the 
educational programs to them. 

@ She investigates and evaluates 
educational resources in terms of 
meeting determined patient needs. 

@ She designs programs of in- 
struction to meet learning needs 
of personnel and patients. 

e@ She promotes selection and 
organization of learning experi- 
ences in accordance with safe care 
and learning principles. 

e She counsels personnel in se- 
lection of academic programs of 
study which assure approved pro- 
fessional preparation. 

2. Directing and controlling: 

e@ She interprets and adminis- 
ters policies. 

@ She makes educational deci- 
sions based on policies. 

e@ She initiates and carries out 
programs of staff development. 

@ She assists in maintaining 
channels of communication and 
reporting on nursing service pro- 
grams. 

3. Coordinating: 

@ She prepares teaching sched- 

ules after consultation with other 


personnel who are involved in 
them. 

@ She works closely with allied 
groups and other departments in 
implementing educational pro- 
grams and, when indicated, assists 
others with their orientation and 
educational programs. 

4. Evaluating: 

@ She continuously analyzes the 
educational program in relation to 
the objectives. 

e She evaluates the teaching 
methods and techniques. 

® She evaluates the plan of as- 
signment in relation to opportuni- 
ties for growth and development. 


DIRECTOR RESPONSIBILITIES 


Responsibilities of the director 
(Graph 6), require the highest 
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level of supervisory competence, 
including: 
1. Planning and organizing: 

@ She develops and participates 
in teaching the philosophy not only 
of the educational, but of the whole 
nursing service program. 

@ She provides leadership with 
democratic principles. 

e She identifies immediate and 
long-range objectives. 

@ She identifies needs and re- 
lates the program to them. 

e She investigates educational 
resources. 

2. Directing and controlling: 

@ She interprets and administers 
policies. 

@ She develops and participates 
in a guiding, counseling and evalu- 
ation program for personnel. 

e@ She arranges for exchange of 
information. 

@ She supports, encourages and 
aids the assistant in identifying 

(Continued on page 116) 
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Contributing to Medical Education 
Through the World's Largest Surgical Film Library 
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SAFER SUTURE DISPENSING TECHNIC 
NOW WIDELY USED IN ThE 0. 


Standardization on Davis & Geck Individual Plastic Strip Packs Combines 
Greater Safety With Simplification of Handling, Shipping and Storage Problems 





Old style bulk storage in jars and solu- 
tions poses constant threat of cross 
contamination with “staph.” or other 
organisms, particularly the hepatitis 
virus whose susceptibility to any cold 
germicidal solution is unknown. One 
contaminated suture tube returned to 
a common storage container may con- 
taminate all the rest. In addition, jars 
are heavy, hard. to open, difficult to 
store, prone to costly breakage. 


Slippery, hard-to-break suture tubes are 
awkward to handle and a time-consum- 
ing nuisance to open. Razor-sharp 
edges of broken tubes frequently nick 
sutures and adhering glass splinters 
may actually invade the operating field. 
Unused tubes must be washed, sorted 
and returned to jars. 


OLD 


Delivery of sutures, particularly surgi- 
cal gut, on tightly wound reels tends to 
kink and weaken sutures... excessive 
handling is required for unreeling and 
straightening. 
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New Davis & Geck Surgilope SP® ster- 
ile suture strip packs protect each su- 
ture individually in sealed plastic dou- 
ble envelopes, completely eliminating 
the cross-infection hazard of common 
storage in jars and solutions. Compact, 
lightweight 3-dozen cartons replace 
clumsy, fragile jars...handling is 
faster and easier, breakage is eliminated 
and shipping costs are sharply reduced. 


With Surgilope SP packaging, the cir- 
culating nurse simply strips open the 
outer envelope to dispense the sterile, 
sealed inner envelope containing the 
suture. Three simple, speedy dispens- 
ing technics fit any operating room situ- 
ation. Extra sutures are quickly opened 
as needed, reducing waste and time- 
consuming resterilization. 


New Davis & Geck loose-coil winding 
delivers a supple, kink-free suture, 
ready for instant use. 





INVITES COMPARISON 

NEW, SHARPER DISPOSABLE 
NEEDLE PROVIDES ADDED 
SAFETY IN ALL-PLASTIC, 
WET-PROOF PACK 


The point of the Vim® Sterile Disposa- 
ble Needle is the result of extensive 
research in point design. Penetration 
tests prove that its 12° top bevel and 
longer side pointing provide easier tis- 
sue entry than the usual more rounded 
point design. Equally important, this 
extra sharpness has been achieved with- 
out beveling into the lumen, ensuring a 
stronger point. Unlike weaker lancet- 
type points, the Vim point will not “fish 
hook” in penetrating the vial stopper 
before ever reaching the patient. 


proof pack is a truly closed aseptic 
system, assuring maximum protection 
against cross-infection. There is no 
spot-sealed cap to “breathe in” airborne 
contaminants when subjected to chang- 
ing temperatures ...no paper backing 
easily penetrated by moisture. 

The unique Vim plastic hub is square 
for easier handling, and fused — not 
glued — to the stainless steel cannula. 
The needles are ultrasonically cleaned 
(leave no tattoo marks), and fit any 
standard Luer syringe. 

The Vim Disposable Needle is ap- 
proved for purchase under the rigid 
new United States Armed Forces and 
Veterans Administration specifications 
for sharpness and package safety. Test 
it yourself against any other disposable 
in the field, before placing your next 
order. 


<YANAMID 
tee 


AMERICAN CYANAMID COMPANY 


SURGICAL PRODUCTS DIVISION 
30 ROCKEFELLER PLAZA 
NEW YORK, N. Y. 


SALES OFFICE: DANBURY, CONNECTICUT 
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SQUIBB TRIFLUPROMAZINE 


has made a significant differ- 
ence to thousands of patients. 
Administered prior to anes- 
thesia, Vesprin alters the pa- 
tient’s basic emotional response 
to stress’ and makes the patient 
“,.relaxed, drowsy but easily roused, 
and cooperative .. .”” 

Vesprin potentiates general anesthetic 
agents,’ permits reduced dosages of nar- 
cotics and sedatives,’* and postoperatively 

controls excitement or delirium.° 
Supply: parenteral solution: 1-cc. multiple-dose vial (20 mg./cc.) and 


10-cc. multiple-dose vial (10 mg./cc.) IV. or IM. Vesprin Injection Uni- 
matic: (15 mg. in 0.75 cc.) IM. 


References: 1. Stone, H. H.: = Vesprin—The tranquilizer that 

Monographs on Therapy 3:1 l - th fills a need in every major 
(May) 1958. 2. Davies, J.1., n'\) ' area of medical practice — 
and Hansen, J. M.: Clin. i y anxiety and tension, nausea 
Res. Notes 2:5 (May) 1959. 3. \\ A and vomiting, alcoholism, ob- 
Stone, H. H.: Clin. Res. Notes Se saves stetrics, mental disorders, and 
2:3 (May) 1959. ™ pre-and postoperative tranquilization. 


‘VESPRIN‘®, "UNIMATIC’® ARE SQUIBB TRADEMARKS SQuisB Squibb Quality—the Priceless Ingredient 
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EXCHANGE OF VIEWS 


Mtofessional hractice 
_ * 


ON HOSPITAL-RADIOLOGIST RELATIONSHIPS 


(Continued from page 42) 


such a body as the American Col- 
lege of Radiology. It is because of 
this significance that I address 
these questions to you. I cannot 
believe that such an organization 
as the American College of Radi- 
ology would attempt to change a 
pattern established in some of the 
most highly respected patient care 
centers on any other basis than 
improvement in patient care. I 
trust that you will be able to clari- 
fy for me the shortcomings in pa- 
tient care which led the college to 
its actions, 

I assure you and your colleagues 
that I am as eager to effect any 
changes which will result in the 
improvement of patient care as 
you are. 


(From Doctor Archer) 
October 21, 1958 


Dr. Albert W. Snoke 

Director 

Grace-New Haven Community 
Hospital 

789 Howard Avenue 

New Haven 4, Connecticut 


Dear Doctor Snoke: 

As noted to you in my letter 
written under date of July 2, your 
letter of June 30 was referred to 
the Executive Committee of the 
Board of Chancellors of the col- 
lege for study and reply. The tar- 
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diness of this response was dictated 
by the fact that the Executive 
Committee first met on October 2 
since receipt of your letter. 

This letter represents the con- 
sensus of the Executive Committee. 

Before dealing with your spe- 
cific questions, may I say that the 
adoption of any policy by the col- 
lege is motivated by a determina- 
tion to continually better patient 
care. As a physician and a hospi- 
tal administrator, you know that 
patient care is affected by many 
tangibles and intangibles. Improve- 
ments in the atmosphere and 
framework of patient care can be 
brought about by direct action and 
also by elevation of acceptable 
standards. 

My own personal experience ex- 
emplifies the above, having passed 
through several stages of contrac- 
tual relationship in the almost 35 
years that I have been head of this 
department of radiology in a state 
medical school teaching institu- 
tion. For the first 13 years, I was 
on a salary. Due to financial diffi- 
culties of the hospital during the 
depression, finances of this depart- 
ment were cut to such a degree 
that patient care suffered very se- 
verely, although the department of 
radiology was continually provid- 
ing a material surplus to the hos- 
pital. The depreciation of patient 


care became so apparent that the 
entire faculty asked the president 
and board of visitors to change the 
relationship, which they did in 
1937. Since that time, the hospital 
has been reimbursed for services 
rendered us, e.g., light, power, heat, 
orderlies, maids, etc., and space 
used for private patients, the ad- 
ministration of the department be- 
ing entirely in the radiologists’ 
hands. We have been operating 
since 1937 in this manner, having 
five full-time radiologists, a physi- 
cist, and have purchased around 
$350,000 worth of equipment. Ev- 
eryone, including the administra- 
tor, is happy with this arrange- 
ment. 

We hope that you are persuaded 
that we are dedicated to the im- 
provement of the medical service 
which members of the college are 
able to render patients. 

We hope that this letter will find 
you in sympathy with this aim, 
and that you will assist us in ef- 
fecting evolutionary changes 
which will result in the improve- 
ment of patient care. 

For the sake of convenience, I 
refer you to your letter of the 30th 
and will set forth the responses 
in the same order as you have 
posed the questions. 


Doctor Snoke: 


The American College of Radi- 
ology has stated “that the policy 
of the American College of Radi- 
ology shall be that it is unethical 
for any radiologist to enter into 
a relationship with any hospital, 
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corporation, or lay body by what- 
ever name called or however or- 
ganized which enables it to offer 
his professional services for a fee.” 

Is it the position of the American 
College of Radiology that a radiol- 
ogist on full-time salary in a 
hospital which bills and collects 
for the radiological services, in- 
cluding the professional services 
carried out by the radiologist, and 
which hospital reimburses the ra- 
diologist from hospital funds, is 
unethical? 


Doctor Archer: 


It is the position of the American 
College of Radiology that it is un- 
ethical for a radiologist to enter 
into a relationship with a hospital 
which enables the hospital to offer 
his professional services to patients 
for a medical fee. 

In special reference to your 
question, nothing in this state- 
ment touches on the “full-time 
salary” status of the radiologist, 
or his reimbursement from ‘“hos- 
pital funds”. It indicates that the 
radiologist should not sell his 
services to any lay intermediary, 
corporate, individual or other, ina 
manner or under terms which al- 
lows this intermediary to resell 
his services to patients for medi- 
cal fees. 


Doctor Snoke: 


If the radiologist referred to 
above is unethical, what are the 
reasons for so designating him? 


Doctor Archer: 


We believe that medicine is a 
profession and that the practice of 
a profession requires something 
more than the mere ability to de- 
liver a service. We believe that it 
requires conscience, a sense of 
personal responsibility, undivided 
loyalty and a freedom to serve the 
patient to the limit of the physi- 
cian’s ability without direct or in- 
direct interference. 

We do not believe that a lay 
entity, or person, possesses or can 
possess these personal attributes. 
We believe that a physician who 
sells his services to a lay entity 
compromises the right of a patient 
to receive the benefit of the physi- 
cian’s total and sole responsibility 
unqualified by responsibility to 
a lay employer. We believe that 
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a physician forfeits a trust when 
he places himself into a situa- 
tion in which a hospital, or other 
lay entity, has the ability to inter- 
fere with the services he renders 
patients, In radiology, examples of 
this ability to interfere involve 
the right to control: the number of 
radiologists necessary to handle a 
given number of patients, consul- 
tations, teaching and research; the 
salaries and numbers of techni- 
cians, secretaries and other auxil- 
iary personnel necessary in the 
practice; types and amount of 
equipment; types and amount of 
supplies; interdepartmental ad- 
ministration, and control of the in- 
come derived from the radiologist’s 
service in that this directly affects 
his ability to maintain these serv- 
ices at a high level. 

We believe that radiology has 
much to offer patients, and that 
the development of radiology re- 
quires that this specialty attract 
an equitable share of young physi- 
cians of quality. We recognize that 
the various branches of medicine 
are in a sense in competition both 
for numbers of physicians and for 
quality in physicians. We believe 
that radiologists who differentiate 
radiology from other branches of 
medicine by accepting employment 
and allowing their services to be 
vended by a lay agency within a 
practice situation debase the spe- 
cialty and inhibit its development 
and expansion. We feel that this 
is contrary to the public interest. 


Doctor Snoke: 


Is the ethical problem that of a 
radiologist being on salary or 
merely the method by which he 
or the hospital submits the bills 
for radiological services? 


Doctor Archer: 


We believe that this question is 
answered by the previous discus- 
sion. 


Doctor Snoke: 


The American Medical Associa- 
tion’s Principles of Medical Ethics, 
revised in June, 1957, state: “A 
physician should not dispose of his 
services under terms or conditions 
which tend to interfere with or 
impair the free and complete ex- 
ercise of his medical judgment and 
skill or tend to cause a deteriora- 


tion of the quality of medical 
care.” The Judicial Council of the 
AMA has stated that “the accept- 
ance of a salary by a physician 
does not of itself constitute un- 
ethical conduct.” 

Are the ethical standards of ra- 
diologists and of the American 
College of Radiology different from 
those of physicians in general and 
of the American Medical Associa- 
tion? 


Doctor Archer: 


The Principles of Medical Ethics 
of the American Medical Associa- 
tion and the Principles of Ethical 
Radiological Practice are the prin- 
ciples of the American College of 
Radiology. We believe that there 
is no incompatibility between the 
principles of the American Medical 
Association and those of the 
American College of Radiology. 
The principles of the college spell 
out for radiologists matters that 
are within the letter and spirit of 
the principles of the American 
Medical Association. 


Doctor Snoke: 


If there is conflict between these 
two bodies, which opinion should 
be followed by radiologists and 
hospitals? 


Doctor Archer: 


If there were a conflict between 
the principles of the college and 
those of the American Medical As- 
sociation, the actions of radiolo- 
gists might well be dictated by 
the nature of the conflict. If 
the American Medical Association 
were to say that a college princi- 
ple, or an interpretation of such a 
principle, was directly contrary to 
a principle of the American Medi- 
cal Association, the American 
Medical Association principle 
would prevail. If the AMA were 
to say that it was unwilling to in- 
sist on a principle as strict as that 
enunciated by the college, mem- 
bers of the college would be bound 
by the college principle. 

Since these are principles of 
medical ethics, we do not suppose 
that hospitals need follow them. 
We would hope, however, that 
hospitals would recognize them 
and not inhibit staff physicians 
from practicing them. 

(Continued on page 66) 
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“Fluothane’—the most significant 
advance in inhalation anesthesia 
since the introduction of ether 


NOW CONFIRMED IN HUNDREDS 
OF THOUSANDS OF CASES...OVER 
200 PUBLISHED REPORTS TO DATE 


“Fluothane” produces smooth, effective anesthesia . . . permits pleasant, rapid 


induction . . . allows rapid recovery and return to consciousness. 


“‘Fluothane” does not increase bronchial, gastric, or salivary secretions. It mini- 
mizes capillary bleeding . . . causes minimal incidence of nausea and vomiting 
. and permits full use of electrocautery and x-ray during anesthesia because 


“Fluothane”’ is nonflammable, nonexplosive. 


“FLUOTHANE: 


(BRAND OF HALOTHANE) 


for precision inhalation anesthesia 


Ayerst Laboratories « New York 16, N.Y. - Montreal,Canada 


Ayerst Laboratories make ‘‘Fiuothane”’ available in the United States 
by arrangement with Imperiel Chemical Industries, Ltd. 
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Doctor Snoke: 


To whom should a question 
concerning the ethics of a given 
situation be directed? 


Doctor Archer: 


We are scarcely in a position to 
state to whom a question concern- 
ing the ethics of a given situation 
should be directed. Members of the 
college are also members of the 
AMA, and they might direct such 
a question either to the college or 
to the AMA. Other individuals 
might also direct such a question 
to either of these bodies, but 
would not be bound to accept the 
decision rendered as members 
would be so bound. 

In introducing one of the pre- 
vious questions, you noted that 
the Judicial Council of the AMA 
has stated that “the acceptance of 
a salary by a physician does not of 
itself constitute unethical con- 
duct.” This appeared, we believe, 
in a letter of opinion addressed to 
you by Doctor Edward Cunniffe, 
then chairman of the Judicial 
Council in 1953. 

In this connection, we believe 
that it is fair to point out that the 
House of Delegates of the Ameri- 
can Medical Association, its policy 
making body, has subsequently re- 
affirmed the position first taken in 
1951: 

“That a physician should not 

dispose of his professional at- 

tainments or services to any 
hospital, corporation or lay body 
by whatever name called or 
however organized under terms 
or conditions which permit the 
sale of the services of that phy- 
sician by such agency for a fee.” 


Doctor Snoke: 


The American Medical Associa- 
tion has an established procedure 
for resolving ethical problems by 
which hearings are granted and 
appeals can be taken through 
county medical societies to state 
medical societies and to the Judi- 
cial Council of the American 
Medical Association. 

If there are questions regarding 
ethics pertaining to radiology 
raised in the context of the policy 
statement of February, 1958, by 
the American College of Radiol- 
ogy, is this procedure to be fol- 
lowed or abandoned? 
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Doctor Archer: 


If questions arise as to the 
Principles of Ethical Radiological 
Practice, they may be adjudicated 
under the provisions of the by- 
laws of the American College of 
Radiology. The Federal Courts in 
Alaska will not be abandoned as 
state courts are introduced. Dual 
legal systems are common in this 
country, and the establishment of 
ethical principles by the college 
nowise disturbs the ethical princi- 
ples of the AMA, or the procedure 
for resolving ethical matters under 
these principles. 


Doctor Snoke: 


The American College of Radi- 
ology is concerned with the eleva- 
tion of the professional standards 
of its members in order that the 
standards of patient care can be 
of the highest possible quality. 

Is there any evidence that the 
fact that a radiologist is on salary 
or that a hospital or medical school 
charges for his professional serv- 
ices has caused a deterioration in 
his professional standards or re- 
sulted in poorer care for the pa- 
tients? 


Doctor Archer: 


Yes, there is evidence that the 
fact that a radiologist is on salary 
or that a hospital or medical school 
charges for his professional serv- 
ices has caused a deterioration in 
his professional standards or re- 
sulted in poorer care for patients. 
(See allusion to my personal ex- 
perience beginning on page 63.) 


Doctor Snoke: 


Is there evidence that the full- 
time physicians working for gov- 
ernmental agencies render poorer 
care to patients because someone 
else collects for their services? 


Doctor Archer: 


Yes, there is evidence that, in 
general, the full-time physicians 
working for governmental agen- 
cies render poorer care to patients 
because someone else collects for 
their services. There are notable 
exceptions. 


Doctor Snoke: 


There are a number of radiolo- 
gists who employ younger radiolo- 
gists on a salary and who bill and 


collect for the professional serv- 
ices of these employees. 

Is there evidence to show that 
the quality of radiological service 
and patient care rendered by the 
employed radiologist of the hos- 
pital and the medical school or 
governmental agency is inferior to 
that of the radiologist employed by 
another radiologist? 


Doctor Archer: 


Yes. A physician who employs 
another physician individually pos- 
sesses the personal attributes and 
capacities to care for patients. He 
is both legally and morally capable 
of assuming all of the responsibili- 
ties of the physician employed by 
him. His standing in his commu- 
nity, within medicine and before 
the courts, rests on the perform- 
ance of his employee. The same 
cannot be said for a lay employer, 
corporate or individual. 


Doctor Snoke: 


Will the radiologist employed by 
another radiologist be considered 
ethical or unethical because of his 
employed status? 


Doctor Archer: 


He will be considered ethical. 
We would here refer you to the 
college statement: “The policy of 
the American College of Radiology 
shall be that it is unethical for 
any radiologist to enter into a re- 
lationship with any hospital, cor- 
poration or lay body by whatever 
name called or however organized 
which enables it to offer his pro- 
fessional services for a fee.” 


Doctor Snoke: 


The nonprofit community hospi- 
tal, such as the Grace-New Haven 
Community Hospital, and the non- 
profit university, such as Yale, are 
governed by boards of trustees 
serving without salary in the pub- 
lic interest. 

Has it been established that such 
boards of trustees are less con- 
cerned with the public or patient 
welfare or with good professional 
services than the individual radi- 
ologist in fee-for-services practice 
or the individual radiologist who 
charges for and collects for the 
services of radiologists employed 
by him? 

(Continued on page 68) 
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Doctor Archer: 


We believe, in common with 
most physicians, that the members 
of boards of trustees of hospitals, 
medical schools and similar insti- 
tutions are motivated in the best 
traditions of public service and 
charity. We believe them to be 
concerned with public and patient 
welfare, good professional service 
and the fiscal integrity of the insti- 
tution. They are exercising a pub- 
lic trust and are cognizant of their 
legal and moral responsibilities in 
this role. 

We do not believe, however, that 
the trustee of a hospital or medical 
school has the same responsibility 
to a patient as does a physician 
who is serving this patient as a 
doctor. Concern for “good profes- 
sional services” and “public or 
patient welfare” is not the same as 
accountability to a patient. 

Further, the trustee—unless he 
is a practicing physician—is in no 
position to evaluate the profes- 
sional services in question. Con- 
cern for patient welfare and pro- 
fessional service is not the same 
as detailed knowledge upon which 
to base evaluation of these things. 


Doctor Snoke: 


What evidence indicates that 
employment under a lay employer 
may be unethical and employment 
under another radiologist ethical? 


Doctor Archer: 


The reply to a previous question 
answers this. A physician who em- 
ploys another physician individu- 
ally possesses the personal attri- 
butes and capacities to care for 
patients. He is both legally and 
morally capable of assuming all 
of the responsibilities of the phy- 
sician employed by him. His stand- 
ing in the community, within 
medicine and before the courts, 
rests on the performance of his 
employee. The same cannot be 
said for a lay employer, corporate 
or individual. 


Doctor Snoke: 


The rules and regulations of in- 
ternship and residency programs 
established by the American Medi- 
cal Association properly require 
that the hospital medical staff be 
composed of ethical physicians. 
The appointment or continuance 
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of appointment of unethical phy- 
sicians is grounds for withdrawal 
of approval for internships and 
residencies. 

Does the American College of 
Radiology propose to declare ra- 
diologists unethical if they enter 
into financial relationships with 
the hospital or medical school 
contrary to the principles outlined 
in your policy statement? 


Doctor Archer: 
Yes. 
Doctor Snoke: 


Does the American College of 
Radiology propose to inform the 
American Medical Association and 
the American Board of Radiology 
of such action so that these asso- 
ciations may consider disapproval 
of the residency program? 


Doctor Archer: 


t 
A decision on this has not yet 
been made.* 


Doctor Snoke: 


It is proposed, according to the 
statement published in the Ameri- 
can College of Radiologists’ 
monthly newsletter, to amend the 
college’s constitution and bylaws 
to require that the radiologist’s 
name appear on statements for 
radiologist’s services—or that the 
radiologist make firm request that 
his name so appear. 

What are the reasons requiring 
such a procedure? 


Doctor Archer: 


A patient deserves to be in- 
formed of the identity of the phy- 
sician responsible for the perform- 
ance of a medical service. The 
rendering of a bill by a physician 
assures that such information is 
given the patient. 

Parenthetically, this position is 
in complete accord with that of 
the House of Delegates and the 
Judicial Council of the American 
Medical Association. 


Doctor Snoke: 


Would such a procedure improve 
the quality of the professional sta- 
tus qualifications of the radiolo- 
gist and, therefore, his services to 
the patient? 

*The American College of Radiology in- 


dicated Dec. 15, 1959, that this statement 
was still true. 


Doctor Archer: 


We believe that this procedure 
tends to underline the responsibil- 
ity of the physician to the patient 
and thus psychologically motivates 
him to serve better. Testimony of 
radiologists on this point fortifies 
this belief. 


Doctor Snoke: 


As was previously stated, there 
are 10 radiologists on a full-time 
basis in the radiological depart- 
ment of the Grace-New Haven 
Community Hospital. In addition, 
there are seven medical anesthe- 
siologists, two psychiatrists, five 
pathologists and at least 15 in- 
ternists and clinical pathologists 
on full-time, responsible for vari- 
ous professional laboratory areas. 

As to the radiologist, should just 
one name or 10 names appear on 
the bill to comply with the change 
you propose? 


Doctor Archer: 


In my own institution, Univer- 
sity of Virginia Hospital, the 
names of all five staff radiologists 
appear on the bill. At the Moffett 
Hospital of the University of Cali- 
fornia, this is also true—the names 
of all staff radiologists appear on 
the bill. 


Doctor Snoke: 


Do you propose to take punitive 
action against the radiologist who 
is a member of the college and 
does not want to change the pres- 
ent manner of billing? 


Doctor Archer: 


Action will be taken. Its precise 
form has not yet been decided. 


Doctor Snoke: 


Do you believe that the billing 
procedure recommended for radi- 
ologists should also be carried out, 
in the interests of better service, 
for all the other specialists who 
work on a full-time basis in hospi- 
tals throughout the nation? Might 
it not be rather cumbersome or 
complicated? 


Doctor Archer: 


This problem does not fall with- 
in the province of the American 
College of Radiology. The Ameri- 
can College of Radiology is de- 
voted to the improvement of ra- 
diological services to the sick. §& 
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(Advertisement) 


Modernizing the Hospital Pharmacy 


The New Look that 
Saves Steps 


| by Alfred A. Mannino 
| EXECUTIVE DIRECTOR, HOSPITAL DEPT. 
McKESSON & ROBBINS, INC. 


In my recent trip around the country visiting hospital 
pharmacies, I found that along with the growing im- 
portance of the pharmacy operation has come a tre- 
mendous awareness of the need for modernization pro- 
grams. Often, the increased demands upon hospital 
pharmacies simply could not be met profitably and 
efficiently without modernization. Over and over again, 
I was struck with the way in which scientific moderni- 
zation had overcome what had previously seemed like 
insurmountable problems of size, space, and of course, 
money. It’s one thing to plan a modern pharmacy for a 
new hospital and quite another to transform existing 
pharmacies into ones capable of meeting vastly in- 
creased responsibilities. 


Perhaps the most outstanding example of moderniza- 
tion I saw is what has been done at a 1,000-bed mid- 
western hospital. You can well imagine what a challenge 
a hospital of that size presents for any pharmacy. The 
Hospital Administrator, Chief Pharmacist and the rest 
of the staff realized the need for modernization, but 
were faced with a real problem. The size and location 
of the pharmacy was fixed; there was no additional 
space available. What’s more, the area involved was 
extremely inconvenient—a long, narrow space. 


So there it was, a difficult modernization problem in a 
hospital so large few companies could handle it. 


Knowing what you want from your hospital phar- 
macy is the first step in any modernization program, 
so the Administrator and Chief Pharmacist spent many 
hours defining the end result they wanted. Then 
McKesson took over. One of our design consultants 
studied the traffic flow in the pharmacy and made a 
detailed traffic flow chart of the pharmacy operation. 
Only with this blueprint of existing conditions could 
the design consultant have the basis for scientific mod- 
ernization. 


The next step was a thorough analysis of the proposed 
pharmacy operation, based on McKesson’s Functional 
Check List for Planning Hospital Pharmacies. The fol- 
lowing brief outline of the Check List should give you 
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some idea of the many details the design consultant 
must bear in mind. 


A. General Considerations 
1) What services are to be provided? 
2) Will the hospital pharmacy manufacture? 
3) Number of staff expected to operate these facilities? 


B. Location 

1) Which departments and clinics receive the bulk of 
pharmaceutical service? 

2) Will the pharmacy be centrally located to in- 
patient and out-patient services? 

3) What method of distribution is to be used for 
medications? 

4) Will bulk pharmacy stores be convenient to the 
pharmacy? 


C. Functional Arrangement 
1) Whatis the functional flow within the department? 
2) What is the functional arrangement of various 
units? 
3) What general storage facilities should be provided? 
4) What major equipment is needed? 


Finally, the modernization plan emerged, and I 
wish you could see the result—a modern, highly efficient 
pharmacy, scientifically planned so that production 
has been raised tremendously. The traffic flow saves 
steps, time and money. As much as a mile of walking is 
saved for every 125 prescriptions. And the amazing 
thing is that it has all been done in the same space as 
before! 


Are you planning a new pharmacy? Modernizing 
an existing one? Whether your hospital pharmacy is 
large or small, take advantage of the specialized knowl- 
edge and experience of the McKesson Design Consult- 
ant near you. He will be glad to prepare a Traffic Flow 
Analysis of your pharmacy. This service is completely 
free and available to all hospitals within the area 
McKesson serves. Write me for the name of your nearby 
McKesson Hospital Service Department. Address: 
A.A. Mannino, McKesson & Robbins, 155 East 44th St., 
New York, N. Y. 
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fen NUMBER of specialized de- 
partments in the modern gen- 
eral hospital is increasing. So is 
the number of individuals possess- 
ing specialized knowledge and ex- 
ercising management responsibil- 
ity. In the hospital’s operation, 
supervisory people such as the 
laundry manager, the central sup- 
ply supervisor, the pharmacist, the 
dietitian and others, have great 
importance. They are responsible 
for good management and large 
operating budgets in their own de- 
partments. In relation to other ele- 
ments of hospital organization, they 
are substantial human relations 
factors. The conduct of these de- 
partments greatly affects public 
relations. 

In considering the laundry man- 
ager and his function, it would be 
well to review his basic operating 
area—the laundry; and, in pro- 
ceeding from the specific to the 
general, to give attention to the 
operating budget. In the accom- 
panying table are listed certain 
direct and indirect expenses in- 
dicating very clearly the laundry 
manager’s responsibility for more 
than $100,000 of expense each year 


R. R. Griffith is director of The Delaware 
Hospital, Inc., Wilmington, Del. 


ESTIMATED ANNUAL EXPENSE—laundry 


Payroll 
Department head 


Other employees 


Supplies 


Other direct expenses 


Equipment—Valued at $100,000 
(depreciated, 10 years) 


Approximate value, building, area $50,000 


(depreciated, 50 years) 


Value of linen inventory processed $73,000 


(replaced about two years) 


TOTAL ESTIMATED ANNUAL EXPENSE 


An administrator 
discusses the administrative 
role of the laundry manager 


by R. R. GRIFFITH 





The hospital laundry manager has be- 
come increasingly important, the au- 
thor states, because of his specialized 
knowledge and because his special 
function has hospital-wide significance. 
Administration should encourage the 
laundry manager to develop both ef- 
ficiency and management skills in his 
department, the author suggests. 





in the operation of a 400-bed gen- 
eral hospital. 

In this budget, supplies account 
for $8000 and linen, $36,500. 


HIS TECHNICAL COMPETENCE 


To get the most out of the laun- 
dry operation, the manager should 
know the chemistry of his supplies 
and its effect upon various fabrics 
to be processed. He must also know 


department (400-bed hospital) 


$ 5,400 


44,600 
$ 50,000 


8,000 
200 


8,200 
10,000 


1,000 


36,500 
$105,700 





the qualities of materials and the 
best water temperatures to be used 
in cleaning them. His knowledge 
of chemistry, temperatures and 
fabrics can be impressive. Apply- 
ing this to laundry operations 
would be simpler if the manager 
performed every job himself, but 
he can do only an occasional job 
himself, and usually he does that 
when instructing others. He must 
impart his knowledge to unskilled 
people with little education, in 
such a way that he can be certain 
of the result. He must gain the 
loyalty of his people, and he should 
have ability to teach and to lead. 

Not his least responsibility is 
training an assistant and others in 
minor supervisory positions, be- 
cause the laundry in the 400-bed 
hospital requires team leaders. As 
manager he must take advantage 
of educational opportunities per- 
taining to his field and also to the 
fields of management and human 
relations. It is important that he 
pursue these interests and the hos- 
pital administrator is responsible 
to support and encourage him. It 
is important also that the adminis- 
trator endorse the manager’s rec- 
ommendations about educational 
opportunities for other laundry 
employees who may profit and 
improve by them. The laundry de- 
partment, like other hospital de- 
partments, should have personnel 
with sufficient knowledge and 
management sense to operate ef- 
fectively and efficiently in the ab- 
sence of the manager. It is the 
manager’s responsibility, with ad- 
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“American’s 


new Dyna+FPak is 


very quiet and 


smooth operating. 


Alice Antosh, Laundry Supervisor 
Ohio Valley General Hospital 
Wheeling, West Virginia 





American’s new 


DYNA-PAK 


. .. the Dyna-Pak is easy to operate, 
imparts a smoother finish to the gar- 
ments and greatly reduces drying time 
which makes it possible for us to put 
out more work. With Dyna-Pak’s very 
few moving parts maintenance is also 
easy, our Chief Engineer informs me.” 
See for yourself how exclusive Sealed 
Power and unusually Simple Design 
make the revolutionary new Dyna-Pak 
the fastest, easiest-to-operate laundry 
press ever developed. Call your nearby 
American representative, or write for 


Catalog AK 230-002. 


THE AMERICAN LAUNDRY MACHINERY CO., CINCINNATI 12,0HI0 





b 
eal —j gf feria) 


ministrative backing, to develop 
departmental strength. 


HIS HOSPITAL INFLUENCE 


The influence of the laundry 
manager extends far beyond the 
laundry itself. The delivery of linen 
to the floors in proper condition 
and as needed is a vital factor in 
hospital human relations and an 
incalculable asset in patient and 
public relations. The laundry han- 
dles hundreds of tons of linen an- 
nually. In an operation of this size, 
mistakes will certainly occur, but 
the manner in which these mis- 
takes are handled can maintain or 
destroy the good attitude of nurses 
in the patient area. Their attitude 
can affect the patients, and the pa- 
tients’ attitude has a direct bear- 
ing on the hospital’s public. 

Not only is the laundry manager 
called upon to provide manage- 
ment skill in his department, but 
he must also have tact and pa- 
tience if he is to maintain good 
relations with the rest of the hos- 
pital family. The human relations 
aspect of laundry service is much 
more important than the materials 
supplied by the laundry. 

More often than not, the know]l- 
edge of the laundry manager is 
not properly used when fabrics are 
bought. Because of his experience, 
and by testing, he can materially 
aid the purchasing agent. No linen 
should be bought without confer- 
ring with the laundry manager. 

The laundry manager should be 
responsible for maintenance of 
linen. In order to follow and avalu- 
ate the use of linen, he must have 
good contact with the entire staff 
to learn about factors affecting linen 
life. A knowledge and awareness 
of methods improvement, such as 
work simplification, has been dem- 
onstrated to be of real value in the 
laundry program, not only in the 
laundry but also in the areas 
where linen is delivered, collected 
and used. 


HIS LEADERSHIP ROLE 


The laundry manager is exactly 
what his title says. He is a mana- 
gerial person needing specialized 
knowledge to make his job as ef- 
fective as it ought to be. As mana- 
ger of a department of the hospi- 
tal, he has the right to expect 
certain things from the institution. 
His position and his knowledge 
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must be respected for their im- 
portance and significance in the 
hospital program. There would be 
little point in acquiring a capably 
trained and fully informed laun- 
dry manager unless the hospital 
intended to continue to keep him 
informed. It is, therefore, the re- 
sponsibility of the hospital to sup- 
port the manager in his contacts 
with associations. When availing 


himself of these and other educa- 
tional opportunities, he should be 
given time off. His expenses should 
be paid by the hospital. His value 
to the hospital decreases unless he 
keeps informed. He must have 
contact with others in the field and 
with those who are conducting 
programs of investigation if he is 
to continue to be a strong member 
of the hospital team. s 





NOTES AND COMMENT 





Hospitals can do it better: laundry editor 


The editor of the American Laundry Digest, in the September 15, 1959, 
issue, has given commercial laundries and linen suppliers (and hospitals) 
something to think about. In a column headed “Don’t sell hospitals”, 


page 40, he writes as follows: 

“For a number of years, the 
Linen Supply Association of Amer- 
ica has sponsored a very success- 
ful national advertising campaign. 

“Judging by the sample ads we 
received the other day, the new 
program should be just as success- 
ful, with one major exception. 

“This year, for the first time we 
believe, a portion of the campaign 
will be aimed at getting business 
from hospitals—both those with 
laundries and those without laun- 
dry facilities. 

“We believe the money for those 
advertisements could be spent more 
wisely elsewhere. 

“It is possible that some hospi- 
tals without laundries might find it 
to their advantage to change from 
a commercial or wholesale laundry 
to a linen supplier. But we serious- 
ly doubt if any hospital now doing 
its own laundry work will close its 
plant. 

“Hospital administrators have 
learned the value of operating 
their own plants. Experience has 
shown it’s cheaper for them to do 
their own work instead of buying 
this service from an outside source. 

“But cost isn’t the only factor 
to be considered. Convenience and 
prompt service is exteremly im- 
portant to a hospital—especially a 
hospital that does a lot of surgery. 

“Administrators have told us 
they can’t afford to risk a late 
shipment. And laundry trucks can 
be late, just as they can be com- 
pletely knocked out of service by 
bad weather. 

“There are other reasons why 
administrators prefer to operate 
their own laundries. What they 
boil down to is this: 





“The laundry has become an in- 
tegral part of a hospital’s opera- 
tion. In fact, many university 
courses in hospital administration 
include lectures on laundering. 

“It seems to us, therefore, that 
advertising which attempts to sell 
hospitals on closing their plants 
and using linen supply service 
would be a waste of money. 

“We suggest that the powers that 
be at LSAA re-evaluate their cam- 
paign and concentrate their pro- 
motion on those industries which 
are ripe prospects for linen supply 
service.” s 


10 scholarships offered 
for housekeeping course 


Ten $350 scholarships for the 
12th annual Short Course in Hos- 
pital Housekeeping will be avail- 
able to future or present hespital 
employees selected by their ad- 
ministrators or supervisors. 

The course, sponsored by the 
American Hospital Association in 
cooperation with Michigan State 
University, East Lansing, will be 
conducted from April 4 through 
May 26, 1960, at the university’s 
Kellogg Center for Continuing 
Education. Huntington Labora- 
tories, Huntington, Ind., will share 
the cost of the program. 

The latest hospital housekeeping 
techniques of sanitation and ad- 
ministration will be the subjects 
of the course. 

The deadline for scholarship ap- 
plications is February 9, 1960. De- 
tails can be obtained from the 
American Hospital Association, 
Huntington Laboratories Educa- 
tional Fund, 840 North Lake Shore 
Drive, Chicago 11. " 
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“American’s 


new Dyna*Pak Presses 


have gt ven Our 
production a 


tremendous boost.” 


Albert ©. Carano 

Chief Engineer 

St. Vincent Charity Hospital 
Cleveland, Ohio 


American’s new 


DYNA-PAK 


|... for high speed, first quality work, 
and ease of maintenance, we heartily 
recommend the American Dyna-Pak 
Press.” 

See for yourself why the completely 
new Dyna-Pak Press, with exclusive 
Sealed Power and Simple Design, is the 
most outstanding laundry development 
in years. Call your nearby American 
representative, or write for Catalog 


230-002. 
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OR nursing guide 


ASEPTIC TECHNIQUE FOR OPERATING 
Room PERSONNEL. Erline Webb 
Perkins. Philadelphia, Saunders, 
1959. 112 pp. $2. 


A study conducted by the Com- 
mittee on Practical Nursing of the 
Virginia League for Nursing deter- 
mined the need for post-graduate 
courses in various specialized fields 
in nursing. As a result of this 
study, the area of specialized train- 
ing selected was the operating 
room, This manual evolved from 
the program. 

It should be remembered that 
the manual should be used as a 
guide. Adaptations and originality 
must come from each instructor to 
give students basic knowledge in 
operating room nursing. 

Although the manual originally 
was written to help train licensed 
practical nurses, it can be adapted 
easily to the needs of all students. 
I see it as an aid to the instructor 
rather than the student because in 
its outline form it requires con- 
siderable “filling in” of important 
data. It should be extremely help- 
ful to the instructor who is begin- 
ning to teach operating room tech- 
nique. Also, it would be of value 
to a student for review purposes 
rather than as a primary source 
of information. 

Material in the booklet is up to 
date and written in such a manner 
that it may be understood by stu- 
dents at all levels of learning. It 
covers the basic elements and ap- 
plications of aseptic technique for 
a beginner in operating room nurs- 
ing. 

The appendixes could be adapted 
readily for use in individual situa- 
tions. The “student record” is basic 
to evaluation of progress. A “daily 
assignment record” and “perform- 
ance evaluation record” should be 
helpful in formulating individual 
criteria. The “Suggested activity 
list for the instructor” is an excel- 
lent incentive to instructors in 
their preparation for classes. 

A tremendous amount of infor- 
mation has been included in this 
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hook neviews 


Psychiatric aide training 


Administrator's education 


110-page book. It is well worth 
owning.—EDNA E, TUFFLEY, asso- 
ciate director, Nursing Service, The 
New York Hospital. 


Psychiatric aide training 


SUGGESTIONS FOR EXPERIMENTATION IN 
THE EDUCATION OF PSYCHIATRIC 
Ares. National League for Nurs- 
ing. New York, the League, 1959. 
27 pp. $1. 

This publication is designed pri- 
marily to assist those who are de- 
veloping experimental programs in 
preservice education for psychi- 
atric aides, but may be modified to 
suit individual programs as well 
as programs in other areas of nurs- 
ing. Suggestions are given, in chart 
form, regarding concepts, contents, 
learning experience and teaching 
methods. 

This reviewer agrees with the 
Working Committee of the Na- 
tional League for Nursing, which 
developed the booklet, that basic 
programs in professional nursing 
must be strengthened so all of the 
nursing team, including the psychi- 
atric, are prepared to give better 
nursing care to all patients who 
need emotional support. Perhaps 
preservice training of psychiatric 
aides would assist in attaining this 
goal. 

The writer also agrees that it is 
more precise to speak of the ad- 
vantages of preservice educational 
programs followed by orientation 
programs and inservice programs 
provided by the employing 
institution. We, too, espouse ex- 
perimentation in the education of 
all members of the medical team. 
We question only the length of 
time devoted to preservice edu- 
cation and the intensiveness of the 
course. 

Not only psychiatric aides but 
all members of the medical team 
should be indoctrinated with the 
philosophy and concepts set forth 
in this publication. This is partic- 
ularly true for those directly con- 
cerned with educational programs 


in the medical field—Hucu T. 
CARMICHAEL, M.D., clinical pro- 
fessor of psychiatry, University of 
Illinois, College of Medicine. 


Administrator’s education 


GRADUATE EDUCATION FOR HOSPITAL 
ADMINISTRATION. Ray E. Brown, 
ed. Chicago, University of Chicago, 
Graduate Program in Hospital Ad- 
ministration, 1959. 190 pp. $3. 
This book consists of a foreword, 

a preface, a short historical ac- 

count, and 21 papers. The papers 

were delivered by leaders from the 
field’s practitioners and educators 

at the University of Chicago in a 

symposium celebrating the 25th 

anniversary of its program in hos- 
pital administration. 

The editor states: “There is little 
in this series of reports that is 
new. The papers were prepared 
with a view toward their publica- 
tion as a means of telling the out- 
side world what graduate educa- 
tion has been doing and what it 
would like to be doing.” In spite 
of the editor’s modest claim, these 
reports, in their totality, have 
brought a new realization of the 
strength and stature of graduate 
education for hospital administra- 
tion by the nature and quality of 
the examination of its past, state- 
ment of its deficiencies and prob- 
lems, and frank consideration of 
its future. 

This publication is extremely 
worthwhile for directors and 
teachers, residency preceptors, in- 
stitute directors, students, and 
others engaged in training for hos- 
pital administration. It is also rec- 
ommended for those individuals in 
the universities who wish to know 
more about education for hospital 
administration and particularly for 
those who need to know more 
about its worth as a graduate uni- 
versity program.—FREDERICK H. 
GisBs, director, Graduate Program 
in Hospital Administration, The 
George Washington University, 
Washington, D.C. 
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delivery room devices 


ASTIBELL disposable circumcision bell may be 
applied at birth in 2 to 3 minutes, minimizes 
chance of hemorrhaging. Eliminates later 
need for second room, nursing assistance, ster- 
ile pack. Hemostats and scissors are only in- 
struments required. No dressings or post oper- 
ative care needed. Bell drops off in 5 to 8 days 
leaving clean, well-healed line of excision.° 


*Kariher, D. H.; Smith, T. W. Immediate Circumcision of 
the Newborn. Obs. & Gyn., 7:50, Jan., 1956. 


RD-CLAMP seals any size umbilical cord over 
safe quarter-inch area, eliminates hemorrhag- 
ing and seepage.t Easily applied with one 
hand, requires no tools. Maintains constant 
pressure as the cord shrinks. No belly band 
or dressings needed. Blind catch and serrated 
edges prevent accidental release or slipping. 
Nylon clamp is autoclavable and disposable. 


Cee. D. H.; Smith, T. W. Personal correspondence, 
1959. 


write for samples and literature 4“ | | 
833 North Orleans Street (( Ho S ] Sf ® 
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personnel changes 


@ Peter Baglio has been appointed 
assistant manager of the Veterans 
Administration Hospital, Lyons, 
N.J. He was formerly assistant 
manager of the VA _ Hospital, 
Brooklyn, N.Y. 


@ Warren R. Betts has been appointed 

assistant direc- 
tor of the Hos- 
pital for Special 
Surgery, New 
York City. He 
was formerly 
administrative 
assistant at the 
University of 
Virginia Hospi- 
tal, Charlottes- 
ville, Va. Mr. 
Betts is a grad- 
uate of the Medical College of Vir- 
ginia course in hospital adminis- 
tration. 


MR. BETTS 


@ Burton M. Cohen, M.D., has been 
appointed associate director of the 
Thomas J. White Cardiopulmonary 
Institute at the Pollak Hospital 
for Chest Diseases, Jersey City, 
N.J. 

Dr. Cohen will continue as 
senior attending cardiologist at St. 
Elizabeth Hospital, Elizabeth, N.J., 
where he is also medical director 
of the schoo] for therapeutic thera- 
pists. In addition, he is assistant 
attending physician at Alexian 
Brothers and Elizabeth General 
hospitals in Elizabeth and a mem- 
ber of the medical board at Deborah 
Hospital for Heart and Lung Dis- 
eases at Browns Mills, N.J. 


@ Gordon W. Elliott (see Keith E. 
Ingbritsen item). 


@ Raymond R. Grossman has been ap- 
pointed assistant director of Barnes 
and Allied Hos- 
pitals, St. Louis, 
with immediate 
responsibility 
for the admin- 
istration of the 
Irene Walter 
Johnson Insti- 
tute of Rehabil- 
itation, the most 
recent addition 
to the Washing- 
ton University- 
Barnes Hospital Medical Center. 
He was formerly director of a pa- 


MR. GROSSMAN 
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tient recreation program at Renard 
Psychiatric Hospital, also a part 
of Barnes Hospital. 


@ Kenath Hartman has been ap- 
pointed superintendent of Chicago 
Wesley Memorial Hospital suc- 
ceeding Ralph M. Hueston who re- 
tired. 

Mr. Hueston began his career 
in hospital administration in 1924 
at Galesburg Cottage Hospital 
where he served for two years. He 
was later superintendent of Silver 
Cross Hospital, Joliet, Ill., for nine 
years, and served 11 years as su- 
perintendent of Hurley Hospital, 
Flint, Mich., before joining Chicago 
Wesley Memorial Hospital. While 
at Hurley Hospital, Mr. Hueston 
was one of the organizers of the 
Michigan Hospital Service (Blue 
Cross). 


MR. HARTMAN MR. HUESTON 

Mr. Hueston served as president, 
National Association of Hospitals 
and Homes of the Methodist 
Church; president, Chicago Hos- 
pital Council; member of the board 
of directors of the Chicago Hos- 
pital Council, Illinois Hospital As- 
sociation, Hospital Service Corpo- 
ration (Blue Cross for Illinois), 
Cook County Hospital School of 
Nursing, Illinois League for Nurs- 
ing and the Methodist Old Peoples 
Home, as well as various commu- 
nity groups. 

Mr. Hartman was formerly as- 
sistant superintendent of Chicago 
Wesley Memorial Hospital and 
joined the staff in 1948. He is a 
graduate of the Northwestern Uni- 
versity program in hospital ad- 
ministration and serves on the 
faculty of that program. 


@ Keith E. Ingbritsen has been ap- 
pointed assistant administrator of 
Mercer Hospital, Trenton, N.J. He 
succeeds Gordon W. Elliott who has 


been appointed administrator of 
Riverside Hospital, Boonton, N.J. 
Mr. Ingbritsen is a graduate of the 
University of Minnesota course in 
hospital administration. William R. 
Wilrigs has also been appointed as- 
sistant administrator-comptroller 
of Mercer Hospital. He has served 
the hospital for the past 10 years. 


@ William H. Vanstone has been ap- 
pointed administrator of George 
W. Hubbard 
Hospital of Me- 
harry Medical 
College, Nash- 
ville, Tenn. He 
formerly held 
an administra- 
tive position for 
one year. Mr. 
Vanstone at- 
tended the Uni- 
versities of Lon- 
don and Oxford, 
England, and the University of 
Virginia, Charlottesville, and 
trained in accounting while with 
the British Army, from which he 
retired with the rank of major. 


MR. VANSTONE 


@ Frederick G. Whelply has been ap- 
pointed administrator of Bayonne 
(N.J.) Hospital and Dispensary. 
He was formerly administrator of 
Wyandotte (Mich.) General Hos- 
pital. Mr. Whelply is a graduate of 
the Northwestern University pro- 
gram in hospital administration. 


@ William R. Wilrigs (see Keith E. 
Ingbritsen item). 


Deaths 


R. Bruce Butters, administrative 
assistant of White Cross Hospital, 
Columbus, Ohio, died December 
14. He is survived by his wife, 
Melba, and a son Stephen. 


Worth Lloyd Howard, adminis- 
trator of Akron (Ohio) City Hos- 
pital, died November 16. He was 
administrator of the hospital since 
1935. Mr. Howard was a fellow of 
the American College of Hospital 
Administrators; served as secretary 
of the Northeastern Hospital Coun- 
cil in 1939; as president of the 
Akron Hospital Council in 1936, 
and as trustee, 1936-1939, and 
vice president in 1940 of the Hos- 
pital Service Association of Sum- 
mit County, Ohio. 
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COLD FOOD ASSEMBLY UNIT 
CL 200-300 


The IDEAL Cold Food Loader is designed to increase efficiency in institutional food service. Consisting 
of two separate units which can be joined together to form a complete cold food assembly line, this 
stainless steel mobile unit allows for preloading of all cold items well in advance of serving time. 


Model CL-200, the non-food section of the Cold Food 
Loader, has saucer and bread plate lifters, and a Shelley- 
matic tray lifter which provides automatic dispensing at 
serving level. Since it is mobile, the unit may be loaded 
with china and trays directly at the dish washing area 
eliminating interim storage of these items. In addition, 
this non-food section holds tray mats, silverware, napkins 
and condiments. The left lower section provides for storage 
of extra non-food items. 


Model CL-300, the food section of the Cold Food Loader, 
is designed to accommodate 18”x26” bun pans on which 
plated salads, desserts, bread, and other cold items are 
placed. Up to eight 18”x26” bun pans of plated cold 
foods may be carried on the shelf superstructure. Items 
called for on the menu are removed from the 18”x26” 
bun pan and placed on the patient's tray. The back lower 
area of the CL-300 has compartments for additional storage. 


The CL-200 and CL-300 move to the cart storage area and 
are joined together. The joined Cold Loader passes 
through an aisle in front of the Mealmobiles. Trays are 
assembled and loaded into refrigerated sections of 
Mealmobiles from the Cold Loader which operates as a 
mobile tray set-up line. 


Write for full information 


During the assembly and loading operation, one person is 
assigned to the non-food section to assemble non-food 
items to the tray, one person is assigned to the food 
section to load cold foods onto the set-up tray. A “Meal- 
mobile Loader” is stationed at the end of the CL:300 and 
places the completely assembled tray into the cold side 
of the Mealmobile. The “Caller,” stationed at the front 
of the unit, has the selective menu for each patient and 
calls the various set-ups required to the persons loading. 


MEALMOBILE 
MODEL 9020 BCT 





SWARTZBAUGH MANUFACTURING CO., Murfreesboro, Tenn. 
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Tocd service and dietetics 


At Arizona State Hospital— 


EVALUATION 
OF DISH MACHINE COMPOUNDS 


PAYS DIVIDENDS 


by MRS. LOUISE F. EDWARDS and IRENE WINGFIELD 


N ANY MASS feeding facility, at- 

tractive thoroughly clean dish- 
ware, silverware and glasses are 
an asset. To achieve and maintain 
this goal requires constant watch- 
fulness in all dish storage and dish 
washing areas. Also, new products 
or untried products must be sam- 
pled from time to time in order 
to determine whether or not the 
institution is using the best prod- 
uct at the best price for its par- 
ticular situation. 

In keeping with the practice of 
value analysis, the dietary depart- 
ment at Arizona State Hospital, 
Phoenix, recently undertook a dish 
machine compound evaluation. The 
hospital’s purchasing department 
also participated in the study. The 
sanitarian of the Arizona State 
Department of Health also assisted 
the hospital’s dietary and purchas- 
ing departments in planning the 
project. 


DETERGENT SPECIFICATIONS 


Before undertaking the dish 
compound evaluation, it was nec- 
essary to set up dish machine de- 
tergent specifications and dish ma- 
chine service requirements. Dish 

Mrs. Louise F. Edwards and Irene Wing- 
field are chief dietitian and staff dietitian, 


respectively, at the Arizona State Hospital, 
Phoenix. 
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The authors report that economies 
in time, labor and money resulted 
from a scientific evaluation of dish 
machine compounds, They present in 
detail the criteria and methods used. 





machine detergent specifications 
were written as follows: 

1. Product should be of nonabra- 
sive cleaning material that is suit- 
able for use in mechanical dish- 
washing machines of the spray 
type and should be formulated for 
machine washing of plastic ware, 
glasses, china and silverware. 

2. Product should be quickly and 
completely soluble in the available 
water supply. 

3. Product should be noncorro- 
sive on metal surfaces. 

4. Product should have complete 
water-softening or water-condi- 
tioning power. 

5. Product should have “good 
wetting” or penetrating action. 

6. Product should produce an 
emulsifying action on fat and a 
dissolving action on food solids. 

7. Product should have a defloc- 
culating, dispersing or suspending 
action. 

8. Product should have good rins- 
ing properties. 

9. Product should produce germ- 
icidal action. 


10. Product should be packaged 
in economical-sized containers. 

11. Product, upon vigorous shak- 
ing or continued agitation, should 
not produce a lasting foam or a 
lather. 

12. Product should be supplied 
in a wax-lined, lightweight con- 
tainer that holds 100 or 125 pounds. 


SERVICE REQUIREMENTS 


These specifications were to be 
coupled with the following services 
to be rendered, which were in 
reality our dish machine service 
requirements: 

1. The supplier would furnish 
electronic dish compound dispens- 
ers for the two main kitchen areas 
as well as furnish satisfactory (as 
determined by hospital personnel) 
detergent-measuring devices for 
each of the smaller kitchen areas. 
Each of these dispensers would be 
serviced and parts replaced at no 
expense to the hospital. 

2. Each dish machine would be 
checked on a 30-day schedule un- 
less the supplier is notified that 
his equipment is not operating 
properly. In which case the sup- 
plier must service the equipment 
within a 36-hour period. 

3. The supplier would furnish 
and maintain a monthly dish ma- 
chine de-scaling operation. 

4. Service men would have at 
their disposal tools and equipment 
that had been checked by the hos- 
pital’s chief engineer as satisfac- 
tory to service the machines. 
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Preliminary tests were made on 
the six separate dish compounds 
that were submitted for considera- 
tion. The purchasing department 
of the hospital, at the request of 
dietary department, contacted ven- 
dors of dish machine compounds 
and purchased from each of the 
six interested suppliers 100 or 125 
pounds of its compound. These 
compounds were delivered to a 
central storeroom, where the store- 
room manager had each compound 
packaged and numbered. These 
numbered packages of compound 
were the ones used by the com- 
mittee for its experiments. It was 
not until the experiments were 
completed that any committee 
member knew which compounds 
corresponded with the numbers on 
the packages. 

The following eight tests were 
applied separately to each of the 
six compounds tested: (1) soil re- 
movability, (2) best rinsing, (3) 
least suds, (4) water softening, (5) 
solubility, (6) corrosive action, (7) 
emulsifying action, and (8) de- 
staining. 

Before the experiments began, 


the testing committee decided to 
rate each product on each test with 
“1” for best results, “2” for next 
best results, “3” for third best re- 
sults, etc. Numeral 1 would indi- 
cate an excellent product; 2, a 
satisfactory product, and 3 or 
more, an unsatisfactory product. 
This ranking procedure for rating 
was later converted to a qualita- 
tive numerical grading system, be- 
cause the testing committee felt 
that a simple numerical grading 
would be less confusing and less 
time consuming for members of 
the purchasing department to ex- 
plain to the detergent detail men 
who contact the hospital. 

The committee also made sure 
that all factors in each test were 
equal, for example, the amount of 
water, temperature, identical ves- 
sels, etc. 

Soil Removability. Two teaspoons 
of a compound were added to a 
new small aluminum mixing bowl 
half full of warm water. Stirring 
time was one minute. There were 
six compounds to be tested, so 
there were six separate solutions. 
Then one dinner plate—soiled with 


one service of scrambled egg, sa- 
vory noodles and buttered green 
beans was dropped into each solu- 
tion. At five-minute intervals one 
plate was removed from each of the 
solutions to test the soil-removing 
qualities of each compound. At the 
end of the test period the hospital’s 
cleaning subcommittee, the pur- 
chasing agent’s first assistant and 
the main kitchen dietitian rated 
the six compounds. 

The cleaning subcommittee is 
composed of the following mem- 
bers: executive housekeeper, pur- 
chasing agent, storeroom manager 
and the chief dietitian. 

Best Rinsing. A strong solution of 
each compound—1l tablespoon to 
6 cups of water—was made and 
stirred well. Then a glass was ro- 
tated once in the solution. The 
glass was immediately rinsed in an 
absolutely clean pan of clean, fresh 
water. It was then determined 
which of the glasses had shed the 
washing solution best. 

Least Suds. One level teaspoon of 
compound was added to 1 cup 
water in a corked flask. Each flask 
was simultaneously and vigorously 





When too many tasks 
seem to crowd 

the unyielding hours, 
a welcome 


“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 
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Check Sheet and Results of Practical Test 
on Dish Machine Compound No. 3 


Arizona State Hospital, Phoenix 


. CLEANSING ACTION: Poor [) Good Very Good [J 


. MACHINE BUILD-UP: 
None Small Amount [) 


. *APPEARANCE OF DISHES USED VS. CONTROL SET: 


#1 Set Same Noticeable Change [J 
#2 Set Same Noticeable Change [) 
#3 Set Same Noticeable Change [] 


. EASE OF HANDLING: Poor [1] Fair 7 
(Consider hardening, package, odor, etc.) 


Excessive Amount [] 


Improved [] 
Improved [] 
Improved [] 


Good [x] 


. SILVER: 

Spotting O s~Pitting © 
Yes No Yes No 

Excessive [] 


Darkening [] 
Yes No 


Slightly Moderate [] 


. METAL UTENSILS (e.g. eggnog cans): 
Darkens [J Pitting 1 


Yes No Yes No 
7. TRAYS: Spotting Oo 
Yes No 


Moderate [) Excessive [} 


Slightly 


8. GLASSES: Same Noticeable Change [] Improved [] 
COMMENTS: 

Good cleansing action with no machine build-up for period used. 
More meals washed per 100 lbs. compound used than in tests 
with compounds Nos. 1 and 2. 


*#t1 Set—New Dishes; #2 Set—Slightly Used; #3 Set—Used. 











shaken 10 times. Immediately it could be determined 
which flask contained the least amount of suds. 

Water Softening. The flasks of solutions used in the 
suds tests were also used for determining which 
solution was the clearest. 

Solubility. The previously mentioned flasks of solu- 
tion were simultaneously and vigorously shaken 10 
more times. In a few moments it was decided which 
of the flasks had the least amount of compound settled 
in the bottom. 

Corrosive Action. Corrosive action was determined at 
the end of the experiment when the water that was 
used for testing soil removability was poured from 
the aluminum bowls. One bowl had no darkening 
effects whatsoever and the compound therein was 
therefore rated 1. A second bowl had a barely visible 
darkening effect and the compound therein was rated 
2. Three bowls were decidedly darkened although 
they were not pitted. These latter three compounds 
were rated 3. The sixth bowl was ruined—the bowl 


One of the Six Days’ Menus Used for Dish Compound 
Experiment at Arizona State Hospital, Phoenix 


BREAKFAST DINNER SUPPER 
Fresh Orange Soup Bean Soup 
Oatmeal Baked Fish Baked Macaroni 
Cinnamon Toast Creole Sauce ond Cheese 
Coffee-Milk Creamed Potatoes Escalloped Tomatoes 
Fresh Greens or Spinach Green Onions 
Cole Slaw Bread-Butter 
Bread-Butter Chocolate Pudding 
Spiced Cherries Milk 
Milk 
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“We must bring about as many 
economies in operation as possible” 
“That is why we have chosen 


Libbey Safedge Glassware” 








Fairvi 











is 
wanes of Qwens-1111n0 
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}PARView HOSPITAL 


For water service 
Fairview Hospital 


uses 
Columbia Tumbler, 
9-oz. No. 22644 





LIBBEY SAFEDGE GLASSWARE 





(Old No. HT-1810) 


Rosemary Chaix, Chief Dietitian at the 360-bed Fair- 
view Hospital in Minneapolis, Minnesota, overlooking 
the bluffs of the Mississippi River, has found that 
Libbey Glassware provides the economy of operation 
so important in hospitals today. 

The durability of this glassware, combined with 
the famous Libbey guarantee: “A new glass if the rim 
of a Libbey Safedge® Glass ever chips” is a valuable 
asset in keeping costs down, for these attractive glasses 
stand up amazingly under the most rugged service 
conditions. 

Durability is one of the reasons why Libbey is the 
choice of leading hospitals. Wide selection of patterns 
and sizes, decorated with your crest... immediate 
availability from one source ... add up to Libbey as 
your best buy. 

For information on this glassware, see your Libbey 
Supply Dealer, or write to Libbey Glass, Division of 
Owens-Illinois, Toledo 1, Ohio. 


Owens-ILuinors 


AN @ PRODUCT GENERAL OFFICES «- TOLEDO 1, OHIO 





ARNOLD S. LANE, Director, 
Point Pleasant Hospital 
Point Pleasant, New Jersey 


“We Find Paper Food 
Service the Most 
‘Sanitary-Safe’ Method” 


Beautifully-equipped Point Pleasant 
Hospital has used paper service for 
all meals, nourishments, and 
medications since 1953. 


Mr. Lane emphasizes that paper 

is the only sanitary and safe food 
service. (In the past 6 years, there 
has not been a single case of cross 
infection in this 150-bed hospital.) 


Savings average about $7,000 a 
year in serving food, according to 
Mr. Lane. He estimates that costs 
would have been $17,000 under 
his old system with conventional 
equipment. With paper, only 


$9,940.70 was spent in 1958. The 
biggest savings are in dishroom 
salaries and clean-up. Also, the 
patients and staff appreciate the 
lightweight and noiseless 
qualities of all-paper service. 


HELPFUL IDEAS FOR YOU 


The above brief report is further 
evidence of how the many advantages 
of all-paper service can improve any 
mass feeding operation, large or 
small. Your paper wholesaler will be 
glad to discuss with you how this 
modern food service can be of 
practical value in your own 
operation. Phone him today. 


The Paper Cup and Container Institute, Inc. 
250 Park Avenue, New York 17, N. Y. 





deeply pitted and black beyond the 
possibility of removal. The com- 
pound therein was rated a 4 to 
indicate that on this test it rated 
lower than any other compound 
tested. However, it was the con- 
sensus of opinion that this sixth 
compound might well have been 
rated a 5, 6, or 7. 

Emulsifying Action. The same flasks 
of solutions were used again, but 
with 1 teaspoon of cooking oil 
added to each. Each flask was again 
shaken vigorously 10 times and 
immediately the emulsifying effect 
of each compound was determined. 

One compound seemed to absorb 
the oil and keep it in solution. This 
compound was rated 1. A second 
compound ran a close second, but 
there was enough difference from 
the first flask so that the commit- 
tee rated this compound a 1 minus. 
On the four remaining compounds 
this particular test was not made 
because each compound had been 
rated consistently below the re- 
quired standards. 

De-staining. Two badly-stained 
nylon tumblers were placed in 
each of the compound solutions. 
Only the two compounds vieing 
for first place were used in the de- 
staining test. Two tumblers were 
immersed in each solution for 5 
minutes before the committee 
evaluated the results. Each of the 
solutions were then used to rub 
the stained tumblers and again an 
evaluation was made. One com- 
pound de-stained too rapidly; the 
other de-stained well but not so 
quickly or obviously as the first. 
The compound de-staining most 
rapidly was rated as 1 and the 
other compound a 1 minus. The 
committee questioned the amount 
of available chlorine or similar 
product in the compound that so 
readily de-stained. 

The eight tests on each com- 
pound were not repeated because 
the results were obvious. We were, 
however, prepared to repeat tests 
if such had been necessary. 

At the conclusion of these pre- 
liminary experiments, the commit- 
tee decided that two of the dish- 
washing compounds were worthy 
of further consideration. These two 
compounds were then used in prac- 
tical dishwashing test against the 
compound currently being used at 
the hospital. 

Before the practical test was 


initiated, a check list was devised 
to cover the points written in the 
dish machine detergent specifica- 
tions. The next step was to select 
three sets of plastic dishes, glasses 
and trays: new and unused, slight- 
ly used and used ones. Four place 
settings of each were selected and 
labeled for the experiment. One 
set of each kind was set aside as 
a control group for the classifica- 
tion. 

The test was made on three com- 
pounds: the one in use at the hos- 
pital at the time of the experiment 
and the two from the preliminary 
tests. 

The personnel concerned with 
the test were thoroughly instructed 
beforehand. The supervisor of the 
kitchen area was responsible for 
the actual dispensing of the com- 
pound being tested. Each compound 
was carefully measured and dis- 
pensed. A 100-pound sample was 
used in each instance. Engineering 
personnel were called to de-scale 
the dish machine prior to each test. 
The temperature of the wash and 
rinse tanks was also checked. 

All factors were uniform for the 
experiment. The same menu was 
used; the same personnel were re- 
sponsible; the machine was de- 
scaled and checked, etc. 


SUMMARY 


The number 1 compound was 
unsatisfactory. It formed a white 
film on dishes and silverware, and 
the metal utensils were “rough” 
to the touch. There was a noted 
build-up in the wash tank of the 
machine. The 100 pounds of com- 
pound washed dishes for 12 meals 
for 1600 patients. 

Compound number 2 did not 
give satisfactory cleansing action. 
It was necessary to re-run dishes 
with a cherry stain several times. 
The 100-pound sample washed only 
11 meals of dishes. (Engineering 
personnel did not de-scale dish 
machine for the noon meal. Cher- 
ries were served as a choice at the 
evening meal.) 

Compound number 3 gave satis- 
factory cleansing with no machine 
build-up for the period tested (see 
check sheet on page 81). The 100- 
pound sample washed 16 meals of 
dishes. This compound proved to 
be the best of the three tested 
for cleansing action and the num- 
ber of dishes washed. ba 
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Add to the good reputation of your room service 


ct 


ws POLAR \2 


Insulated Pitchers 


of stainless steel 
for hot or cold beverages 


Temperature plays an important part in the 
taste of food. You know that. If beverages 
should be served hot, serve them hot. If they 
are meant to be chilled, serve them cold. 

You can do this easily, serve any beverage 
"in good taste” with these attractive POLAR 
insulated pitchers that are made to exceed all 
U. S. Government standards for holding the 
temperature of hot or cold liquids. Each is 
highly recommended for ice water, can save the 
floor nurse innumerable trips to patient rooms. 





In three 
convenient 
sizes 
32 ounce 
20 ounce 
10 ounce 











These versatile pitchers not only look good, 
but are good all of the way through. Inside and 
out they are all stainless steel. The inner con- 
tainer is welded to the outer shell to provide 
solid one-piece construction. There is nothing 
to break loose and rattle, and the famous 
POLAR No-Drip Lip always gives you perfect 
control in pouring from any angle. 

Ask the men who call on you for full infor- 
mation. You'll find the best sup- 
ply houses carry POLAR WARE. 


"3500 LAKE SHORE ROAD 


Polar Ea: Co. SHEBOYGAN, WISCONSIN 


Merchandise Mart — Chicago 54 *800 Santa Fe Avenue *415 Lexington Avenue Offices in Other Principal Cities 
Room 1455 Los Angeles, California New York 17, New York *Designhates office and warehouse 
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Spring Cycle Menu 


for the South-Southwest 





Bove 2l-day selective spring 
cycle menu and market orders 
for perishables are designed for 
hospitals in the South and South- 
west. These menus are for use 
during March, April and May. 

The menus in this issue are the 
second in a four-part series of 
spring cycle menus published in 
this Journal. Spring cycle menus 
for Midwest hospitals were in- 
cluded in the January 1 issue 
of HOSPITALS, J.A.H.A. The spring 
menus for hospitals in the East and 
North-Northwest will be published 
in the February 1 and 16 issues, 
respectively. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 


smaller hospital. A moderate to 
low cost food budget was used. 
This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus, Two cereals and two fruits 





The winter cycle menus, published 
in the October and November 1959 is- 
sues of this Journal, are for use dur- 
ing January and February. The Mid- 
west and South-Southwest cycle menus 
were included in the October 1 and 16 
issues, respectively. The November 1 
and 16 issues featured cycle menus 
for the East and North-Northwest, 
respectively. 





are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 


both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 patient 
and personnel meals at breakfast, 
125 at noon and 100 at night. 

The market order includes all 


duction operation simple for the 


ty) KNIVES 


242 Different Kinds 


Knives, Cleavers, Spatulas, 
Scrapers—all kinds, all shapes, 
all sizes. Knives for boning, 
spreading, turning, serving, 
opening, scraping, paring, slic- 
ing, cutting and other purposes. 
Bread, butter, butcher, fruit, 
meat, oyster, clam, poultry, 
grapefruit, dinner, pie, melon 
and many other types of knives. 


— other cutters, too! 
Also cutters of various kinds, knife 
sharpeners (hand and electric), meat 
slicers and other cutlery. These are but 
a few of the 50,000 items of equipment, 
furnishings and supplies sold by DON. 


It’s 50,000 to 1 DON has what 
you need for the preparation 
and serving of food and in the 
maintenance of your restaurant, 

cafeteria, hotel, motel, club, hos- & GLASS COVERS. BANQUET 
pital, school, college or institu- . “aaepen ohwees, pe 
tion. Satisfaction guaranteed or BOXES & PAN COVERS 


money back. 
WRITE FOR CATALOG H-1 & DISTRIBUTOR’S NAME 


f\ Pikes Peak Plasties, Ine. 
EDWARD DON & COMPANY 6 109 S. CONEJOS COLO. SPRINGS, COLORADO 


GENERAL HEADQUARTERS—2201 S. LaSalle St Chicago 16, III 
Branches in MIAMI . MINNEAPOLIS-ST. PAUL ° PHILADELPHIA 





SANITARY .. SPARKLING .. SILENT 
Plastic Food Service Covers 


KEEP HOT FOODS HOT. .LONGER! 


Provide the thought- 

ful detail that helps 

boost patient morale 
. helps maintain 

sanitary standards. . 

Easiest to use, clean, 

and store. 

* Smooth, no-dent 

sanitary surfaces 


Sparkling, attrac- 


_BANQUET COVER 
tive appearance 
Quiet, light 


= —S, 
weight, easy to 


— handle 
BOWL COVERS Low heat con- 
ductivity keeps 
hot foods hot 
Stock compactly 
Withstands tem- 
peratures of 
dishwashing 
equipment 
Long, long life, 
low initial cost, 
no maintenance 





GLASS COVERS 


FULL RANGE OF SIZES _ IN: 
BOWL & NAPPY COVERS. CUP 


Ask for a DON salesman to call to talk 
knives and your other needs too. 
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portion-ready meats, oven-ready 
roasts, portion-ready seafood, 
eviscerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. 

The standard is available upon 
request from the Association, 840 
North Lake Shore Drive, Chicago 
a1, Til. 


Patients at Whittier hospital 
applaud sugar plum salad 


Sugar plum salad is a favorite 
with patients as well as a festive 
menu item for special luncheons 
and children’s parties, reports Mrs. 
Laura Robeson, director of food 
service as Presbyterian Intercom- 
munity Hospital, Whittier, Calif. 
Mrs. Robeson also reports that 
patients at the Whittier hospital 
particularly enjoy French custard 
with graham cracker crumb top- 
ping. 

Mrs. Robeson has featured sugar 
plum salad on her second and third- 
week spring cycle menus on pp. 
87-88. French custard is included 
on her first-week menu on p. 86. 

Here are the recipes for these 
food items. 


SUGAR PLUM SALAD 
(One serving) 

1. On a five and one-half inch 
salad plate place two halves of 
small canned pears base to base. 
Rounded side of pears must be 
cut flat so that pears will lie flat 
on plate. 

2. Fill centers with small amount 
of cream cheese thinned with bar 
le duc. 

3. On top of cheese filling, slip 
one section of grapefruit between 
two sections of golden oranges to 
form a plum. 

4. Garnish narrow ends of pears 
with a small stick of angelica and 
place one rosette of cream cheese 
on each side of each pear and at 
the round ends of the pears. 

5. Add a small sprig of water- 
cress on top of cheese. 

6. Arrange lettuce around pears. 

7. Pour one teaspoon full of red 
bar le duc over fruit. 

8. Garnish with additional water- 
cress and strawberries. 

9. Serve with French dressing. 
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FRENCH CUSTARD 
(45 servings) 

2 eggs (separated) 
2 c. granulated sugar 
1 tsp. salt 
1 qt. milk 
4 tbsp. gelatin 
1 tbsp. vanilla 
24 graham crackers 

1 c. brown sugar 
2/3 c. melted butter 

1. Cook egg yolks with one-half 
of the granulated sugar, salt and 
milk in a double boiler until a thin 
custard is formed. 

2. Dissolve gelatin in a small 


amount of cold water. Add to cus- 
tard; mix, and cool. 

3. Add stiffly-beaten egg whites 
to the remaining granulated sugar 
and vanilla. Fold into custard 
gently. 

4. Roll graham crackers. Add 
brown sugar and melted butter. 
Mix well. 

5. Sprinkle one-half of graham 
cracker mixture in bottom of pan 
(12 x 20 x 2% inches). Add cus- 
tard. Top with remaining sugar- 
crumb mixture. 

6. Chill. Ld 








me hinfnoved! 


Solid construction—lining 
permanently welded to 
outer shell. Full 
insulation 


Insulated Quart Pitcher 
holds temperature for hours 
Keeps beverages hot or cold 
for better bedside and table 
service. Heavy gauge stainless 
steel— body, lining, and tight 
cover. Nothing to break. New 
welded construction of Vollrath 
insulated servers assures 
lifetime service. Wide-mouthed 
for easy cleaning. May be 
sterilized at high heat for 
maximum asepsis. No. 8132. 


10-oz. Insulated Server 
Keeps tea, coffee, or juices 
hot or cold for individual 
service. Hinged cover opens 
flat for easy cleaning. No. 8210. 


8-oz. Insulated Bowl 
Ideal for serving soups, 
cereals, salads, desserts, 
ice creams and ices at 
table or bedside. No. 6835. 


ollrath 


new easy-pour vinyl-wrapped handle 





THE VOLLRATH COMPANY . Sheboygan, Wisconsin 


Sales offices: New York, Chicago, Los Angeles 
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First in Utensils, Stainless Steel.and Enameled Steel, for Every Use 








Ist WEEK SOUTH-SOUTHWEST SPRING SELECTIVE CYCLE MENU —prepared by Mrs. Laura P. Robeson, director of food services, 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) Presbyterian Intercommunity Hospital, Whittier, Calif. 


breakfast noon 


Grapefruit Juice (S) Cream of Celery Soup (FS) | Tomato-Rice Soup 
or Prunes (F) Swedish Meat Balls—Brown Rice (FS) | Roast Loin of Pork—Applesauce (F) or Broiled Steak Patty (S) 

Wheatmeal Cerea! or Minced Chicken Sandwich—Sweet Pickles Armenian Rice (F) or Mashed Potatoes (S) 
or Cornflakes Toasted Cheese Roll | Buttered Sliced Beets (FS) or Buttered Red Beans 

Soft Boiled Ege— Baked Banana Squash (FS) or Green Lima Beans Sliced Orange Salad or Jellied Avocado Salad—Mayonnaise 
Crisp Bacon Cooked Fruit Salad or Cottage Cheese Salad, French Dressing | Boysenberry Tarts—Whipped Cream (F) or Royal Anne Cherries (S) 


Raisin Bran Muffin Fresh Cooked Rhubarb—Sugar Wafers (F) or Baked Rice Custard (S) 





night 








Orange Juice (FS) Vichyssoise—Chives : Turtle Soup 
or Cooked Figs Broiled Liver—Bacon—Spanish Rice (F) Broiled Chopped Sirloin (F) or Macaroni and Cheese Custard (S) 
Farina or or Roast Leg of Lamb—Gravy—Jelly (S) Mashed Potatoes (F 

Whole Wheat Cereal! Parsley Buttered Potatoes (S) Green Peas (FS) or Buttered Cauliflower—Sauce 
Scrambled Eggs Chopped Mustard Greens or Buttered Carrots (FS) Cooked Fruit Salad or Sliced Tomato Salad—Mayonnaise 
Cinnamon Cur! Lettuce Hearts Salad or Jellied Cherry Salad—Roquefort Dressing French Custard (FS) or Fresh Fruit Plate 
Warm Gingerbread—Whipped Cream (F) or Applesauce (S) 





Orange Juice (FS) Beef Broth—Crackers Chicken-Noodle Soup 
or Prunes | Pork Chop Suey—Soy Sauce—Crisp Noodles Omelet (S) or Creamed Chipped Beef on Toast (F) 
Malt Meal Cereal or Rare Roast Beef Au Jus (FS) French Baked Potato (S) 
or Ready-to-eat Mashed Potatoes (FS) Chopped Spinach (FS) or Mashed Zucchini 
Malt Flake Cereal Green Asparagus Tips (FS) or Puree Corn Pudding Waldorf Salad or Cooked Vegetable Salad 
Crisp Bacon Apricot-Cottage Cheese Salad or Tossed Salad—French Dressing Strawberry Shortcake—Whipped Cream (F) or Green Applesauce (S) 
Crumb Coffee Cake Pineapple Layer Cake (F) or Whole Ripe Banana (S) 





Tomato Juice Cream of Aspara: agus Soup Fresh Vegetable Soup 
or Cooked Grapefruit Brisket of Corned Beef—Hot Horse-radish Sauce—Cabbage Wedge (F) Stewed Chicken—Dumplings (FS) or Cheese Fondue 
Whole Wheat Cereal or Broiled Loin Lamb Chop (S) Mashed Potatoes 
or Ready-to-Eat Boiled New Potato (FS Green Beans (FS) or Onions in Cream 
Rice Cereal | Green Lima Beans or sep lant Souffle (FS) Fresh Fruit Salad—French Dressing 
Crisp Bacon | Tomato-Romaine Salad-Ro uefort Dressing or Sliced Avocado Salad—Mayonnaise 
Crisp Waffles— | or Jellied Cheese Salad—Mayonnaise Seediess Raspberry Sherbet (FS) or Fresh Pineapple Chunks 
Warm Syrup Frozen Sliced Peaches in Syrup—Almond Rum Cake or Prune Whip (FS) 








Orange Juice (FS) Cream of Pea Soup Tomato Bisque 
or Applesauce Macaroni and Cheese (FS) or Roast Top Sirloin of Beef Gravy Salmon Loaf with Egg Sauce (FS) or Broiled Steak Patty 
Oatmeal Baked Potato Mashed Potatoes (F 3) 
or Shredded Wheat Mashed Turnips or Buttered Whole Carrots FS) Buttered Green Au, (FS) or Chopped Broccoli—Lemon 
Cereal Pineapple-Nut Salad—Mayonnaise (F) Fresh Pear-Almond Salad—Mayonnaise (F) 
Poached Egg on Toast or Half Peach Salad—Golden Dressing or Jellied Cherry Salad—Cream Mayonnaise 
Sugar Doughnut Coffee Ice Cream (FS)—Ice Box Cookies or Dessert Apricots in Syrup Lemon-Filled cake (FS) or Fresh Strawberries 








Prune J Jellied Consomme—Lemon Cream of Mushroom Sou 
or Half T Grapetruit (F) Roast Leg of Lamb—Mint Jelly (FS) or Fresh Beef Hash—Catsup Rare Roast Beef Au Jus (FS) or Cheese Souffle—Sauce 
Farina Baked Potato (FS) French Baked Potato (FS) 
or Cornflakes Beet Greens—Lemon or Wax Beans (FS) Summer Squash (FS) or Golden Creamed Corn 
Soft Boiled Egg Spiced Artichoke Salad—French Dressing | Waldorf Salad or Jellied Fruit Salad—Mayonnaise 
Hot Cakes— or Cooked Fruit Salad—Mayonnaise | Tapioca Cream Pudding (FS) or Fresh Fruit Plate 
| 


saturday | friday | thursday | wednesday | tuesday | monday 


Butter-Syrup Fresh Rhubarb Sauce (S)—Sponge Cake or Nutmeg Custard Pie (F) 





| 
| 
| 


Grapefruit Juice Cooked Fruit | Cream of Chicken Soup 
or Green Applesauce Fried Chicken—Country Gravy (F) or Broiled Filet Mignon (S) | Filet of Sole (FS) Amandine (F) or Cold Turkey Plate—Spiced Fruit 
Roman Meal Cerea! Mashed Potatoes (FS) | Creamed Potato (FS) 
or Puffed Wheat Hot Sesame Roll—Red Cherry Preserves Buttered Green Peas or Mashed Banana —— (FS) 
Cereal Buttered Mashed Turnips or Fresh Asparagus Tips (FS) | Green Olives and Carrot Sticks or Cooked Fruit Salad—Mayonnaise 
Canadian Bacon Citrus Salad—Fruit French Dressing or Cooked Pear Salad—Mayonnaise | Lemon Meringue Pie (F) or Baked Apple—Cream (S) 
Danish Coffee Cake Pistachio Nut Ice Cream (F) or Nectarines in Syrup (S) 


PLEASE CUT ALONG THIS LINE 








sunday 





(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each mea 


: y me 
| Item, Specifications, Amounts & No. of pee | Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 


| 





BEEF FRESH FRUITS Romaine Head 1 doz. 
| Brisket, Corned U. S. Good 35 Ibs. | Apples Jonathan, 113s 1 box Squash, Banana 40 Ibs. 
Chipped Beef, Dried U.S. Good 3 Ibs. Avocado Ripe 8 only Squash, Summer 15 Ibs. 
Ground Beef U. S. Good, 5 Ib. pkg. 50 Ibs. | Bananas Ripe 35 Ibs. Tomatoes Repacked (5x6) 1 lug (30 Ibs.) 
Liver Steer, sliced 25 Ibs. Grapefruit Seedless, 70s 1 box Turnips, White Topped 10 Ibs. 
Roast, Sirloin (B.R.T.) U. S. Choice 60 Ibs. | Grapes Seedless, 28 Ib. box 1 box 
Round (Bottom) U. S. Standard 10 Ibs. Lemons 2 doz. oe OSes PREIS 

Grapefruit Juice Con., 32 oz. can 6 cans 


Tenderloin U. S. Choice 7 Ibs. Oranges 176s 1 box Orauns bite C 32 6 
. Pears Box, 120s Y% box pious Mg sce pamper rai 
——_ > U. S. Choi Pineapple, Fresh Box, 24s 6 only Grapefruit Sections Fresh, chilled, gal. 1 gal. 

Chops, Loin 6 — 8 Ibs Piums, Blue 20 Basket (5 x 5) Y% basket Peaches Sliced, 8 Ib. can, 
i ; Rhubarb Carton 25 Ibs. 5-1 sugar 8 Ibs. 


Leg (B.R.T.) U. S. Choice, yearling 35 Ibs. Saiahibites Quarts tan bias Phy go 
PORK 5-1 sugar 16 Ibs. 


Bacon, Canadian 5 Ibs. pallial FRESH VEGETABLES FROZEN VEGETABLES 
Bacon (Sliced) 24-26-1 Ib. 12 Ibs. rtichokes Globe 2 doz. 

: parece Topped, bag 50 Ibs Asparagus Spears, 24% Ib. pkg. 30 Ibs. 
Chop Suey Meat Grade A 0 Ibs. ; ‘ Beans, Green Cuts, 2% Ib. pkg. 10 Ibs. 


Loin (Boneless) Grade A, 10-12 Ibs. 20 Ibs Celery Pascal, 30s 1 doz. Beans, Lima Small, green, 
Eggplant 8 only 2% Ib. pkg. 5 Ibs. 


FISH Lettuce Head, 48s 1 crate Beans, Wax Cuts, 2% Ib. pkg. —«15 Ibs. 

Sole Frozen, fillets 15 Ibs. Onions, Dry Yellow, bag 50 Ibs. Broccoli Stems and buds 
Onions, Green Bunch 1 doz. 2% Ib. pkg. 2% Ibs. 
POULTRY Onions, White Boilers 3 Ibs. Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 
Fowl (Eviscerated) Grade A, 5 Ib. av. 38 Ibs. | Parsley Bunch 1 doz. Greens, Mustard 2% Ib. pkg. 2% Ibs. 
Turkeys (Eviscerated) Grade A 15 Ibs. | Potatoes, White Bag No. 1 400 Ibs. Peas 2% Ib. pkg. 22% Ibs. 
Fryers (Eviscerated) Grade A, 2% Ib. av. 100 Ibs. Radishes Bunch 1 doz. Spinach Chopped, 2% ib. pkg. 10 Ibs. 








Ist week market order for perishables (per 50 beds) 
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2nd WEEK SOUTH-SOUTHWEST SPRING SELECTIVE CYCLE MENU —prepared by Mrs. Laura P. Robeson, director of food services, 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


Presbyterian Intercommunity Hospital, Whittier, Calif. 





breakfast 





Orange Juice (FS) 

or Cooked Grapefruit 
Malt Meal Cereal 

or Ready-to-eat 

Wheai Flake Cereal 

Soft Boiled Egg— 

Crisp Bacon 
French Toast— 

Warm Syrup 


Cream of Tomato Soup 
Ham Loaf—Mustard Sauce (F) or Roast Leg of Lamb—WMint Pear (S) 
Baked Potato (FS) 

Green Beans (FS) or Chopped Spinach 

Spiced Beet Salad or Pear and Cheese Salad—Sour Cream Dressing 
Fresh Citrus Cup or Strawberry Dessert (FS) 


French Onion Soup—Croutons—Cheese 

Cube Steak (F) or Baked Chicken (S) 

French Fried Potatoes (F) or Baked Potato (S) 

Beets or Mashed Summer Squash (FS 

Celery Victor Salad or Sliced Avocado Salad—French Dressing 
Jelly Roll—Whipped Cream (FS) or Fresh Pineapple 





Tomato Juice (FS) 
or Prunes 
Oatmeal 
or er of Dry 
Cereal 
Poached Egg of on Toast 
Cinnamon Curl 


Cream of Corn Soup 
Stuffed Veal Bird—Creamed Gravy—Spiced Prune (F) 
or Rare Roast Tenderloin of Beef (S) 
Mashed Potatoes (FS) 
Buttered Lima Beans or Creamed Carrots (FS) 
Stuffed Peach Salad or Red Bean and Onion Salad—Mayonnaise 
Pumpkin Pie—Whipped Cream (F) or Whipped Gelatin (S) 


Beef Broth—Crackers 

Roast Loin of Pork—Applesauce (F) or Cold Roast Beef Plate (S) 

Baked Sweet Potatoes (FS) 

Buttered Green Beans (FS) or Blackeyed Peas 

Princess Salad or Pear and Jelly Salad 

Canned Fruit Compote—Whole Peeled Apricots and Green Gage Plums (S)) 
or Dutch Apple Cake (F) 





Prune Juice 

or Half Grapefruit (F) 
Wheat Farina 

or Puffed Rice Cereal 
Scrambled Egg 
Toast 


Split Pea Soup 

Beef Stew with Fresh Vegetables (FS) or Turkey Salad with Fresh Fruit 
Buttered Noodles (FS) or Pumpernickel Bread 

Corn on Cob or Mashed Zucchini Squash (FS) 

Sugar Plum Salad or Romaine Tomato Bowl—French Dressing 
Strawberry Ice Cream (F) or Floating Island (S) 


Chicken-Rice Soup 
Roast Leg of Spring Lamb—Quince Jelly 
or Scrambled Eggs—Canadian Bacon—Toasted Half English Muffin 
Creamed New Potatoes with Green Peas (FS) 
Mashed Turnips or Whole Carrots (FS) 
Fresh Fruit Salad—French Dressing 
or Cooked Vegetable Salad—Mayonnaise 
Cheese Cake (FS) or Applesauce 





Orange Juice (FS) 

or Cooked Apricots 
Oatmeal 

or Cornflakes 
Crisp Bacon 
Blueberry Muffin 


Cream of Spinach Soup 
Grilled Sliced Ham (F) or Rare Roast Beef Au Jus (S) 
White Cornbread—Apple Butter (F) 

or Mashed Potatoes (S) 
Buttered Asparagus (FS) or Carrot Loaf—Cheese Sauce 
Jellied Pineapple Salad or Peach Salad—Mayonnaise 
Chocolate Cake (FS) or Fresh Ripe Pear 





Blended Juice 
or Prunes 
Farina 
or High-Protein 
Cereal 
Broiled Link Sausages 
Crumb Coffee Cake 


Cream of Pea Soup 
Grilled Minute Steak (FS) 
or King Crab Salad—Potato Sticks and Tomato Wedge 
French Fried Potatoes (F) or Clover Leaf Roll—Raspberry Preserves 
Broccoli—Lemon or Frozen Peas (FS) 
Lettuce and Tomato Salad—Roquefort Dressing 
or Citrus Salad—Mayonnaise 
Fresh Fruit Cup or Chocolate Pudding—Cream (FS) 


Consomme Madrilene 
Baked Beef Loaf—Mushroom Sauce (F) 
or Chicken Souffle with Cream Sauce (S) 
Baked Potato—Butter (FS) 
Buttered Tiny Onions or Cut Green Beans (FS) 
Green Goddess Salad or Jellied Avocado Salad—French Dressing 
Lemon Snow—Custard Sauce (FS) or Raspberries in Syrup 





Vegetarian Vegetable Soup 


Fresh Pompano Sauteed in Butter—Lemon (FS) 

or Broiled Loin Lamb Chop—Mint Jelly 
Mashed Potatoes (FS) 
Tiny Lima Beans or Mashed Banana Squash (FS) 
Carrot-Raisin Salad or Gingerale Gelatin Salad—Mayonnaise 
Gooseberry Cobbler (F) or Tapioca Cream Pudding (S 





saturday | friday | thursday wednesday tuesday | monday | 


Orange Juice (FS) 

or Cooked Grapefruit 
Oatmeal 

or Bran Cereal 
Crisp Waffles— 

Warm Syrup 


Cream of Celery Soup 

Lamb Curry—Steamed Rice—Indian Chutney (F) 
or Roast Leg of Veal—Brown Gravy (S) 

Buttered Rice (S) 

Baked Tomato or Whole Carrots (FS) 

Cucumbers, Olives and Radish Salad 
or Cottage Cheese Salad—French Dressing 

Pineapple Upside-down Cake—Whipped Cream (F) 
or Grapenut Custard (S) 








(F)—Full Diet 


Grapefruit Juice (S) 
or Sliced Orange (F) 
Oatmeal 
or Mait Meal Cereal 
Scrambled Eggs— 
Link Sausages 
Danish Coffee Cake 





(S)—Soft Diet 


Avocado-Bacon Cocktail (F) 
Fried Chicken—Spiced Apricots (F) or Broiled Filet Steak (S) 
Poppyseed Roti (F) 
Mashed Potatoes—Gravy (FS) 
Buttered Peas (FS) or Creamed Corn 
Grapefruit—Orange Section Salad—Lemon French Dressing 
or Cooked Fruit Salad—Mayonnaise 
Vanilla Ice Cream (FS)—Strawberry Topping (F) or Fresh Pineapple 


(FS)—Full and Soft Diet 





Item, Specifications, Amounts & No. of peat air Item, Specifications, Amounts & No. of scutes 


Ripe Olive-Tomato-Rice Soup 
Rare Roast Beef Au Jus (FS) or Macaroni Cheese Custard 
French Fried Potatoes (F) or Baked Potato (S) 
Harvard Beets or French-Style Green Beans (FS) 
Cooked Pear Salad—Cream Mayonnaise 
or Romaine Salad Bowl—French Dressing 
French Chiffon Custard (FS) or Half Grapefruit 





Mulligatawny Soup 
Creamed Sweetbreads on Toast Points (FS) or Broiled Loin Lamb Chop 
Baked Potato 
Buttered Mashed Zucchini (FS) or Red Kidney Beans 
Sliced Tomato Salad—Roquefort Dressing 
or Lemon Gelatin Salad—Mayonnaise 
Fresh Fruit Cup—Orange Cupcake (F) or Baked Custard (S) 


Bread, butter and a choice of beverages are to be included with each meal. 


F Item, Specifications, Amounts & No. of Servings 











2nd week market order for perishables (per 50 beds) 





Ground Beet 


Steaks, Cubed 


Stew 
Sweetbreads 
Tenderloin 


Chops, Loin 


Leg (B.R.T.) 
Stew 


Bacon, Canadian 
Bacon (Sliced) 
Ham (Pullman) 
Loin (Boneless) 
Sausage Links 


Leg (B.R.T.) 
Steaks, Cubed 


Pompano 


BEEF 
U. S. Good, 5 Ib. pkg. 
Roast, Sirloin (B.R.T.) U. S. Choice 


U. S. Choice, 
4 oz. each 


U. S. Good 
Fresh 
U. S. Choice 


LAMB 


U. S. Choice, 
6 oz. each 


U. S. Choice, yearling 
U. S. Good 


PORK 


24-26-1 Ib. 
Ready-to-eat 
Grade A, 10-12 Ibs. 
12-1 Ib. 


VEAL 
U. S. Good 
U. S. Good, 4 oz. each 


FISH 
Fresh, 1% Ibs. each 


POULTRY 


15 Ibs. | Fowl (Eviscerated) Grade A, 5 Ib. av. 
34 Ibs. 
Fryers (Eviscerated) Grade A, 2% Ib. av. 
35 Ibs. 
20 Ibs. 
15 Ibs. 


14 Ibs. 


FRESH FRUITS 
Jonathan, 113s 
Ripe 
Ripe 
Seediess, 70s 
Seediess, 28 Ib. box 


Apples 

| Avocado 

| Bananas 
Grapefruit 
Grapes 

Lemons 
Oranges 

Pears 
Pineapple, Fresh 


16 Ibs. 40 
27 Ibs. 
25 Ibs. 


176s 
Box, 120s 
Box, 24s 


100 


FRESH VEGETABLES 
Topped, bag 
Pascal, 30s 


2 Ibs. 
6 Ibs. 
60 Ibs. 
20 Ibs. 
10 Ibs. 


Carrots 

Celery 

Corn on the cob 
Cucumbers 
Lettuce 

Onions, Dry 
Onions, Green 
Onions, White 
Parsley 
Potatoes, Sweet 
Potatoes, White 


Head, 48s 
Yellow, bag 
Bunch 
Boilers 
Bunch 
Hamper 
Bag No. 1 


7 Ibs. 
25 Ibs. 


90 Ibs. 60 





Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 


400 Ibs. 


1 doz. 
1% doz. 
20 Ibs. 
15 Ibs. 
40 Ibs. 

1 lug (30 Ibs.) 
5 Ibs. 


Bunch 
Head 


Radishes 
Romaine 
| Squash, Banana 
| Squash, Summer 
| Squash, Zucchini 
| Tomatoes 
Turnips, White 


19 Ibs. 
30 Ibs. 
75 Ibs. 


Repacked (5 x 6) 
1 box Topped 
8 only 
30 Ibs. 

2 boxes 
1 box 

2 doz. 

1 box 
Y% box 

1 box 


FROZEN FRUITS 
Sliced, 8 Ib. can, 
5-1 sugar 
Con., 32 oz. can 


Apples 
16 Ibs. 
| Orange Juice 6 cans 


| Orange and 
Grapefruit Sections Fresh, chilled, gallon 


Raspberries, Red 8 Ib. can, 5-1 sugar 


Strawberries Sliced, 8 Ib. can, 
5-1 sugar 


2 gal. 
8 Ibs. 


8 Ibs. 


100 Ibs. 
1 doz. 

1% doz. 
1 doz. 
1 crate 

50 Ibs. 


FROZEN VEGETABLES 
Spears, 2% Ib. pkg. 
Cuts, 2% Ib. pkg. 
Julienne, 2% Ib. pkg. 
Small, green, 
2% Ib. pkg. 
1 doz. Broccoli Stems and buds 
3 Ibs. 2% Ib. pkg. 
1 doz. Peas 2% Ib. pkg. 30 Ibs. 180 
50 Ibs. Peas, Black-eyed 2% Ib. pkg. 2% Ibs. 15 
Spinach Chopped, 2% ib. pkg. 2% Ibs. 15 


15 Ibs. 90 
35 Ibs. 150 
10 Ibs. 60 


Asparagus 
Beans, Green 
Beans, Green 


Beans, Lima 
5 ibs. 30 


2% Ibs. 15 
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3rd WEEK SOUTH-SOUTHWEST SPRING SELECTIVE CYCLE MENU —prepared by Mrs. Laura P. Robeson, director of food services, 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


Presbyterian Intercommunity Hospital, Whittier, Calif. 





breakfast 


night 








Orange Juice (FS) 
or Prunes 
Roman Meal Cereal 
or Ready-to-eat 
Malt Flake Cereal 
Crisp Bacon 





monday | 


Hot Cakes— 
Warm Syrup 





Cream of Chicken oe 

Fresh Beef Hash with Catsup (F) or Roast Leg of Lamb—WMint Jelly (S) 
Toasted Garlic English Muffin (F) or Baked Potato (S) 

aot Spinach—Lemon (FS) or Buttered — Vegetables 

ecw pr ate Salad or Gingerale Gelatin Salad 

Apple (FS) or Half Cantaloupe 


Beef Broth—Crackers 
Baked Ham with Pineapple Sauce (F) or Creamed Chicken on Toast (S) 
Candied Yams (F) 
Baked Eggplant (FS) or Baked Tomato 
Sugar Plum Salad—French Dressing 
or Tossed Green Salad—-Avocade Dressing 
Red Cherry Jam Cake—Whipped Cream (F) 
or Sliced Banana in Cream (S) 





Tomato Juice (FS) 

or Cooked Grapefruit 
Oatmeal 

or Puffed Rice Cereal 
Scrambled Eggs 
Cinnamon Curl 


Cream of Corn Soup 
Veal Souffle Mushroom Gravy (FS) or Rare Roast Tenderloin of Beef 
Hot Corn Sticks—Honey 
Baked Potato (FS) 
Soy Beans in Tomato Sauce or Baked Acorn Squash (FS) 
Green Goddess Salad—Special Dressing 
or Stuffed Prune Salad—Mayonnaise 
Jellied Raspberries—Whipped Cream or Rice Custard (FS) 


Chicken Consomme—Crackers 

Broiled Loin Lamb Chop—WMint Jelly (FS) 
or Chinese Rice Omelet With Sauce 

Baked Potato (FS) 

Small Carrots (FS) or Swiss Chard 

Artichoke Hearts Salad—French Dressing 
or Apricot-Cheese Salad—Mayonnaise 

Date Torte (F) or Applesauce (S) 





Prune Juice 
or Half Grapefruit 


Cream of Tomato Soup 
Broiled Liver with Crisp Bacon (FS) or Spanish Rice 


French Onion Sou routons—Chees: 
Broiled Chicken (FS) or Cold Roast Beef Plate 
Hot Biscuit—Gooseberry Preserves 


Oatmeal 


Mashed Potatoes (FS) 


Armenian Rice (F) or Mashed Potatoes (S) 


Okra and Tomatoes (FS) or Buttered Tiny Onions 
Celery Victor Salad—French Dressing 

or Jellied Cheese Salad—Mayonnaise 
Mint Stick Ice Cream (FS) or Fresh Serowbervies 


or Cornflakes 


Scrambled Eggs Creamed Peas (FS) or Broiled aang Hearts 


Orange-Coconut Salad Wy or White Asparagus Salad—Mayonnaise 
Gingerbread (FS) with Pineapple (F) or Vanilla Ice Cream 








Cream of Carrot pass | 
Cubed Steak (F) or Turkey A La King on Rice (S) 
—— Potatoes (FS) 
ine’ (S) or Mashed Banana Squash (F) 
id (F) or Cooked Fruit Salad 
Butterscotch Pudding (FS) or Fresh Bing Cherries 


Chicken Broth—Crackers 
Beef Ragout—Buttered Parsley Noodles (F) 
or Roast Leg of Lamb—WMint Jelly (S) 
Baked Potato (S) 
oe Tips (FS) or Buttered Tiny Beets 
Sliced Tomato Salad—French Dressing 
or Sliced Grapefruit and Avocado Salad—May: tnaise 
Boysenberry Tarts—Whipped Cream (F) or Orange Bavarian Cream (S) 


Blended Juice | 
or Sliced Orange (F) | 
Whole Wheat Cereal 
or Ready-to-Eat 
Rice Cereal 
Crisp Bacon 
Buttermilk Hot Cakes— 
Hot Syrup 





| thursday _ wednesday | tuesday 





| 


Grapefruit Juice Beef Broth—Crackers 
or Cooked Dried Mock Chicken Leg—Gravy—Broiled Pineapple—Hot Cornbread (F) 
Apricots (F) or Roast Turkey—Jelly (S) 
Farina Mashed Potatoes (S) 


Cream of As; wg Soup 
| 
or Ready-to-Eat Buttered Green Beans (FS) or Whole Carrots | 
| 


Poached Red Salmon—Egg Sauce (FS) or Ground Sirloin Steak 
Hash Browned Potatoes (F) or Baked Potato (S) 
Spinach (S) or Corn Pudding (F) 
Cabbage Slaw—Mayonnaise or Stuffed Peach Salad 
Lemon Meringue Pie (F) or Whole Ripe Banana (S) 


Wheat Flake Cereal} Sliced Orange Salad—Fruit French Dressing 
or Gingerale Gelatin Salad—Mayonnaise 
Fresh Melon Chunks or Bread Pudding—Nutmeg Cream (FS) 





Poached Egg on Toast 
Sugar Doughnut 





Cream of Celery oy | 
jaked Ham—Raisin Sauce (F) or Veal Cutlet-—Spiced Crabapple (S) 
Candied Sweet Potato (FS) 
Broccoli—Mock Hollandaise Sauce or Mashed Summer Squash (FS) 
| Waldorf Salad or Cooked Vegetable Salad—French Dressing 
| Lemon Sherbet—Iice Box Cookies (FS) or Fresh Fruit Plate 
| 
Hot Vegetable Juice 
Roast Turkey—Gravy (F) 
or Broiled Loin Lamb Chops (S) 
Cloverleaf Roll—Apricot-Pineapple Preserves (F) 
Mashed Potatoes (FS) 
Green Asparagus Tips (FS) or Sliced Carrots 
Citrus-Avocado Salad—Mayonnaise 
or Head Lettuce Salad—Bleu Cheese Dressing 
Coffee ice Cream (FS) or Whole Ripe Banana 


Borscht—Sour Cream 
Roast Leg of Lamb—Gravy—Jelly (FS) 
or Chicken Salad Plate—Cinnamon Roll | 
— Potatoes (FS) | 
— of Vegetables or Buttered Wax Beans (FS) 
ret Carrot Salad or Cooked Apricot Salad 
Glazed Peach Pie—Whipped Cream (F) or Chocolate Pudding (S) 


Orange Juice 

or Applesauce 
Oatmeal 

or Puffed Rice Cereal 
Scrambled E 
Honey Bun Muffin 


saturday | friday 





Cream of Pea Soup 
— Oysters and Sweetbreads (F) 

r Broiled Beef Pattie on a Bun (S) 
Baked Stuffed Potato (F) 
Sliced Beets or Spinach Loaf with Cream Sauce (FS) 
Edgewater Beach Salad or Celery Hearts Salad with Mayonnaise 
Marble Cake with Chocolate Icing (FS) or Fresh Fruit Cup 


Blended Juice (S) 
or Sliced Orange (F) 
Farina 
or Cornflakes 
Crisp Bacon 
Danish Coffee Cake 





PLEASE CUT ALONG THIS LINE 


sunday 


(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


Item, spite Amounts & No. of saint 


Item, Specifications, Amounts & No. of ieniay 





| Item, Specifications, Amounts & No. of Servings 








Bunch 1 doz. 


Onions, Green 
Boilers 


Onions, White 
Parsley Bunch 
Potatoes, Sweet Hamper 
Potatoes, White Bag 
Radishes Bunch 
Squash, Acorn 
Squash, Banana 
Squash, Summer 
Tomatoes 


Red, steaks, 


BEEF 
5 oz. each 


U. S. Choice 25 Ibs. 
U. S. Good, 5 Ib. pkg. 5 Ibs 
Steer, sliced 20 Ibs 
— Sirloin (B.R.T.) U. S. ‘Choice 7 Ibs. 
Sirloin, Ground 5 Ibs. 
| Steaks, Cubed U. S. Choice, 
4 oz. each 15 Ibs. 
U. S. Good 
Fresh 


Salmon 
Brisket, Fresh 19 Ibs. 60 
| — Beef 

POULTRY 
| Fowl (Eviscerated) Grade A, 5 Ib. av. 58 Ibs. 
| Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 100 Ibs. 

Fryers (Eviscerated) Grade A, 2% Ib. av. 38 Ibs. 


| Stew 15 Ibs. 
| Sweetbreads 1 lug (30 Ibs.) 


| Tenderloin 


FRESH FRUITS Repacked (5 x 6) 


U. S. Choice Apples Jonathan, 113s 
| Avocado Ripe 
LAMB Bananas Ripe 
U. S. Choice Cantaloupe Crate, 45s 
6 oz. each 0 % a Seed! 10s 
rapefrui eediess, 
U. S. Choice, yearling 40 Ibs. Seediess’ 28 Ib. box 
176s 


| Grapes 
PORK 
Quarts 


1 box 
FROZEN FRUITS 
8 Ib. can, 5-1 sugar 
8 Ib. can 
Con., 32 oz. can 


Boysenberries 

Grapefruit Sections 

Orange Juice 

Orange and 
Grapefruit Sections Fresh, chilled, gallon 
Peaches Sliced, 8 Ib. can, 

5-1 sugar 


| 24 Ibs. 
Chops, Loin 8 Ibs. 
6 cans 


Leg (B.R.T.) 





1 gal. 


| Lemons 
24-26-1 Ib. 24 Ibs. 


| Oranges 
12 Ibs. } ; 
Ready-to-eat Strawberries 
4 oz. each, 


| Bacon (Sliced) 
40 Ibs. 120 | 
pork and veal 


| Ham (Pullman) 
Leg, Mock Chicken FROZEN VEGETABLES 
Spears, 2% Ib. phe. 
Cuts, 2% Ib. pkg. 
Cuts, 2% Ib. pkg. 15 Ibs. 
Stems and buds 
2% Ib. pkg. 2% Ibs. 
2% Ib. pkg. 2% Ibs. 
Okra 24% > ue 7% Ibs. 
nl Peas 2% pkg. 20 Ibs. 
Spinach Chappe, Y% Ib. pkg. 20 Ibs. 
Vegetables, Mixed 5 Ibs. 


FRESH VEGETABLES 
Globe 


30 Ibs. 
15 Ibs. 


25 Ibs. 100 | 
| Artichoke 
VEAL | Cabbage 
U.S. Good, 40z. each 5 lbs. 20 | Carrots 
(See amount under pork | Celery 
U. S. Good 20 Ibs. 0 | Fee 


Asparagus 
Beans, Green 
Beans, Wax 
Broccoli 


2 doz. 

ig 10 Ibs. 
Topped, bag 50 Ibs. 
Pascal, 30s 1 doz. 
1 doz. stalks 


| Cutlets 
| Leg, Mock Chicken 


| Shoulder (Boneless) Chard, Swiss 


Hearts 


FISH 
Selects, gallon 


3rd week market order for perishables (per 50 beds) 


e 
1 gal. Onions, Dry Yellow, i 











Oysters 
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Scrubbing is superior for cleaning... 


nothing scrubs as well as 
brushes made with TYNEX’ 


The smallest break in the chain of 
sanitation control can lead to the 
quick spread of infection. That’s why 
sterilization is so important and why 
more and more brushes made with 
TYNEX nylon filament are being used 
in every phase of hospital cleaning. 

Unlike most brush filling materials, 
TYNEX can be sterilized in boiling 


RES. us, PAT. OFF 


BETTER THINGS FOR BETTER LIVING . . . THROUGH CHEMISTRY 


oA 


For every use... the best brushes are made with TYNEX”® 
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water without losing any of its out- 
standing characteristics. Excellent 
bend recovery and abrasion resist- 
ance makes TyNEx durable—ideal 
for brushing rough surfaces and clean- 
ing in cracks and crevices. 

Because TYNEX resists chemical 
attack, it may be used with strong 
cleaning agents. TYNEX absorbs little 


TYNEX 


NYLON FILAMENT 
Me 


moisture and dries quickly, discour- 
aging the growth of bacteria and 
fungi. So no matter what the use, 
specify brushes made with Du Pont 
TYNEX nylon filament. 

For more about TYNEx nylon fila- 
ment and a list of manufacturers who 
make brushes filled with TYNeEx, fill 


in and send the coupon below. 


r 
E. I. du Pont de Nemours & Co. (Inc.) 


Advertising Department, Rm. 2524-H-1-16 
Nemours Bldg., Wilmington 98, Delaware 
Please send me more information on TYNEX. 


Name. 





Firm Name 





Street Address 


City, State 
in Canada: Du Pont of Canada Ltd., P.O. Box 660, Montreal, Que. 














mrt 
DESIGN 


Jones 510 stainless steel bedpan makes 
life easier for both patients and nurses 


More comfort for patients —Because Jones exclusive “Relax” stainless steel bedpan 
fits at an angle the patient rests comfortably on its thin, tapered back edge. He’s 
not humped over the pan, which is what happens when an ordinary bedpan is used. 
The Jones bedpan also is contoured to fit the buttocks and accommodate the coccyx 
(lower end of vertebral column), keeps it from being pressed uncomfortably 
against the metal. 


Easier for nurses, helpers to administer—The Jones “Relax” bedpan is placed 
between raised knees of patient, depressed into mattress and then simply slid into 
place without moving the patient. Angle design and rounded sides of bedpan also 
make it easy to use for patients who are helpless. After patient is rolled on side, 
bedpan is put into position and patient rolled back in place. Bedpan automatically 
assumes correct position. 


The Jones “Relax” stainless steel 


bedpan fits all bedpan washers, is 
made with a heavy gauge steel that THE 
will never wear out.It can be ordered 


from all surgical supply houses. Just 


specify the Jones #510 bedpan. METAL PRODUCTS COMPANY 


West Lafayette, Ohio 
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PREPURCHASE TESTING 
OF NEEDLE HOLDERS 





URGICAL NEEDLE holders are 

made in a number of different 
patterns and types. Each must be 
capable of performing the specific 
requirements of surgery. The 
question of tungsten carbide jaws 
versus the conventional type is not 
just a matter of preference. A 
series of technical tests, some quite 
simple, and performance evalua- 
tions by users will provide a valid 
basis for purchasing action. 

This is a step-by-step report of 
the evaluation process to deter- 
mine the needle holders to be pur- 
chased for distribution to hospitals 
and clinics of the Veterans Ad- 
ministration. 


STEP 1—PROJECTED GOALS 

The projected goals of prepur- 
chase testing and evaluation are: 

1. To reduce testing costs and 
time on each lot of repetitively 
purchased items. 

2. To reduce the number of 
cases where tests result in sub- 
stantial or repetitive rejections. 

3. To establish standards where 
professional requirements of per- 
formance, balance, design or con- 
struction cannot economically be 
developed into clear specifications, 
and professional judgment is re- 
quired in determining the accept- 
ability of products meeting re- 
quirements. 


STEP 2——-RESEARCH 


Here is some background to 
present-day use of tungsten car- 
bide jaws. Man’s earlier knowl- 

Adam E. Shuman is chief, Marketing 
Division, Dental and Surgical Supply, 
Department of Medicine and_ Surgery, 


Veterans Administration Supply Depot, 
Hines, Ill 
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by ADAM E. SHUMAN 





This article describes the evaluation 
and testing procedures currently used 
by the Supply Service of the Veterans 
Administration’s Department of Medi- 
cine and Surgery to select and pur- 
chase surgical needle holders for VA 
installations. The author states that an 
evaluation program, including techni- 
cal tests prior to purchase of surgical 
equipment and supplies, leads to more 
economical buying of better quality 
instruments, 





edge of alloying tungsten with 
steel produced the celebrated Da- 
mascus blade, the Eastern sword 
of the Crusades. Tungsten increases 
the hardness of steel; it forms a 
very hard carbide and an iron 
tungstite which increases the 
strength of the steel, but can also 
increase its brittleness if the tung- 
sten content is high. This brittle- 
ness defeats some purposes of the 
tungsten. 

To offset this characteristic of 
tungsten, a group of German chem- 
ists and metallurgists working at 
the Krupp Works produced and 
patented a “Widia” metal during 
World War II. This was made by 
diffusing powdered cobalt through 
the finely divided carbide under 
hydraulic pressure and then sin- 
tering in an inert etmosphere. The 
briquetted materia) is then ground 
to shape and the inserts are brazed 
to tools or instruments. 


Many improvements in produc- 
tion have been developed in this 
country. One company produces 
tungsten carbide inserts by car- 
bonizing incandescent tungsten in 
a methane or hydrocarbon vapor. 
Another method of production if- 
volves heating tungsten powder 
and carbon in a furnace, adding 
titanium, compressing the alloy 
with a binder metal and then sin- 
tering. These all produce a metal 
harder than any commercial steel, 
with a hardness almost comparable 
to that of a diamond. 

In addition to reviewing the 
product information, we reviewed 
the history of our purchases of 
needle holder. We concluded: 

1. Some purchases had been 
from suppliers with poor perform- 
ance records. 

2. Some suppliers were not 
prime manufacturers and could 
not control quality. 

3. Repetitive rejections were 
high with resulting shortages of 
stock and additional administra- 
tive costs. 

4. Surgery was not always re- 
ceiving needle holders of proven 
quality. 


STEP 3——-CORRELATION 


After studying this information, 
we decided to place needle holders 
under the prepurchase inspection 
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plan, so that our purchasing ac- 
tions would take these factors into 
account.* 


STEP 4——-ACTION 


Using letters and lists, we asked 
27 suppliers (manufacturers, dis- 
tributors, dealers, etc.), who had 
previously requested to be placed 
on our bidders’ list for this cate- 
gory, to furnish two samples each 
of the needle holders that they 
would furnish if awarded future 
contracts. Under previous purchas- 
ing procedure, no evaluation was 
conducted prior to the purchase 
action. 

Many suppliers declined to par- 
ticipate because they were not 
manufacturers and could not guar- 
antee quality control. Eleven sub- 
mitted samples of at least part of 
the category. 

The scope of our purchasing re- 
sponsibility is nation-wide. Our 
purchases of needle holders are for 
delivery to three depots for redis- 
tribution to all installations of the 
Veterans Administration. For this 
reason, the director, Surgical Serv- 
ice, Department of Medicine and 
Surgery, Veterans Administration, 
designated surgeons in general 
medical and surgical hospitals in 
the Chicago area to perform the 
clinical evaluations. Their prox- 
imity to the purchasing facility is 
helpful in terms of coordination. 

The technical tests were per- 
formed by the Testing Laboratory, 
Service and Reclamation Division, 
VA Supply Depot, Hines, Illinois. 
The laboratory is equipped with 
the necessary technical testing 
equipment and staffed with quali- 
fied personnel.** 

Only the needle holders passing 
the technical tests were prepared 
for performance evaluation. Fur- 
ther evaluation of needle holders 
that fail any part of the technical 
tests is useless. To preserve im- 
partiality and obtain conclusions 
based solely on performance of the 
product, the brand names or trade- 
marks were removed by grinding, 
polishing and buffing. Code letters 
for the various companies were 
stamped on the shank with a steel 


*For an explanation of the prepurchase 
plan, see Shuman, Adam E., “Why the 
VA believes in prepurchase testing of 
medical supplies,’’ HosprmtTaALs, J.A.H.A. 
31:53-55, Dec. 16, 1957. 


**For a description of the technical tests, 
see Shuman, Adam E., “Prepurchase test- 
ing of surgical scissors,’ HOSPITALS, J.A.H.A., 
33:00, Dec. 16, 1959. 


92 


stamp. This is not recommended 
for facilities without the services 
of skilled instrument mechanics. 
The brand names may be covered 
with adhesive tape. 

Considering the volume of sur- 
gical procedures, the length of the 
period of evaluation was deter- 
mined through consultation with 
the evaluating surgeons. Periods of 
less than 30 days are normally 
adequate. The needle holders were 
used routinely in surgical proce- 
dures during the period of evalua- 
tion. 

The surgeons specifically evalu- 
ate: 

@ Style and design. These shall 
conform to the general require- 
ments for needle holders. 

@ Ring handles. These shall be 
free of rough spots or sharp edges, 
and be the proper size. 

@ Serrations. These shall be of 
suitable fineness and mesh ac- 
ceptably. 

@ Flexibility. This shall have 
adequate springiness. 

@ Finish. This shall be smooth 
over-all. 

@ Performance. This shall have 
acceptable balance, feel and han- 
dling properties. 


STEP 5——REJECTIONS 


Some of the reasons for reject- 
ing needle holders are as follows: 

1. Holder of poor workmanship 
—box lock poorly fitted, jaws have 
a wide gap and lock is loose. 

2. Holders appear to be made 
from two different forgings as one 
sample is much heavier. The heavy 
instrument is clumsy, while the 
light one has a good springy feel. 
Serrations are coarse and sharp 
and will badly scar needles. Jaws 
on the light sample feather. Box 
lock is poorly made. 

3. Holder has a crevice between 
the inserts and the cut-out portion 
of the jaws. This is a source of 
contamination. 

4. Most of the box locks are too 
loose. They appear to have been 
polished after assembly. While this 
permits the center to be fairly 
tight, the ends of the locks are 
loose and wobbly in the near 
closed position. This condition will 
also cause feathering after short 
usage. 

5. Holder catches touch before 
jaws are closed. Jaws should close 
while catches are still one six- 


teenth to one eighth inch open. 


STEP 6——PRODUCT APPROVAL 


Based on the test results, bid- 
ders’ cards were established for 
each type of needle holder. Only 
suppliers approved for the partic- 
ular type are listed. Some sup- 
pliers were not approved for all 
types of needle holder. Our cards 
include the complete name and 
address of the approved suppliers. 
When a need exists for a particu- 
lar type, the bidder’s card is pulled 
and bids are only sent to those 
listed. Bids include the clause 
quoted in the prepurchase pro- 
gram outline. 

One sample of each needle hold- 
er approved is retained by our 
testing facility. Future purchases 
of an approved needle holder may 
be inspected at time of delivery for 
strict conformance with the at- 
tached standard and the approved 
sample. We always technically test 
a small percentage of each de- 
livery to verify continued con- 
formance. 


STEP 7——-PROFESSIONAL REACTION 


Subsequent to the processing, 
approval and purchase of ap- 
proved needle holders, we an- 
nouced completion of this category 
to all VA installations. Sixteen 
exhibit cases were circularized on 
a basis of one case to approximate- 
ly 10 installations within a speci- 
fied geographical area. 

The consensus was that tungsten 
carbide jaws have definite advan- 
tages in holding needles without 
slipping and that the serrations 
last longer. Preference was nearly 
even for the tungsten jaw with 
insert-type construction or flamed 
process. The resulting product 
specification permits both types. 
Over-all, the entire category was 
accepted as high quality. Many 
commented on the quality at such 
moderate prices. 

The quality of different types 
of instruments cannot be predicted 
from the results included in this 
report. If a particular brand of 
needle holder is acceptable or even 
outstanding, this is no guarantee 
that the same brand of scissors, 
forceps, etc., will be equally good. 
Conversely, no brand of instru- 
ments in general can be con- 
demned on the basis of a product 
failure of one product. . 


HOSPITALS, J.A.H.A. 
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A New HILL-ROM Private Room Grouping 
...dn Native Indiana Oak sturay... 


. also suitable for nurses’ dormitories, internes’ rooms, etc. 


The All-Electric Hilow Bed shown 

in the above No. 9000 room scene 

is completely approved by Under- 

writers’ Laboratories Inc., for use 
with oxygen 


HILL-ROM COMPANY, 


beautiful ... inexpensive 


@ This new No. 9000 Grouping is built of Indiana Oak, finished in Honey Oak 
color. It was on this native Indiana hardwood that the Hill-Rom reputation for 
quality hospital furniture was built. The grouping includes several items not 
previously produced for hospital rooms, such as hanging wall closets, hanging 
wall cabinets and a bedside cabinet lamp—all designed to make possible fewer 
pieces on the floor. The result is rooms that are easier to clean, and give a less 
crowded effect. There are also several items that are equally suitable for nurses’ 
dormitories, internes’ rooms, etc. 

Included in the above room scene are: No. 90-65 All-Electric Push-button 
Hilow Bed; No. 300 Safety Sides, No. 9003 Bedside Cabinet with No. 307 Lamp, 
No. 90-614 Overbed Table, No. 90-26 Chest Desk, No. 90-07 Straight Chair and 
No. 9008 Arm Chair. Catalog and complete information sent on request. 
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_ Complete Privacy 
for Each Patient 


(even the one nearest the door) 


with the new Hill-Rom A.E. 
(Aluminum Extruded) Screening 


The new Hill-Rom A.E. (Aluminum Extruded) Cubicle Screening has been 
designed and engineered to meet the most exacting demands of architects, 
maintenance engineers and hospital administrative groups for low original 
cost, low installation and maintenance costs, quiet operation, smooth, easy 
sliding action, and complete privacy for each patient. 

The lifetime nylon slides glide silently along the sturdy, extruded 
aluminum track. No jerking, no coaxing, no twitching, no tugging. The 
smooth, quiet operation is easy on patients and nurses alike. Each bed is 
fully screened for complete privacy. The curtains are made of permanently 
flame-proof cordette materials in a choice of colors. The use of nylon mesh 
at the top lightens the curtain effect and permits a better circulation of air. 

Hill-Rom Cubicle Screening, like Hill-Rom furniture, is designed, manu- 
factured, sold, delivered, installed and serviced by Hill-Rom. Our new 
Screening catalog will be sent on request. 


HILL -ROM COMPANY, INC. + BATESVILLE, INDIANA 


3 DIFFERENT TYPES OF 
INSTALLATION 


The new A.E. Screening can be in- 
stalled in three different ways: 
1. Surface mounted (ceiling type). 
2. Recessed-in ceiling (flush mounted). 
3. Near-ceiling suspended (dropped 
from ceiling). Any size or shape of 
room—in any type of building—old 
or new—can be completely screened. 


HILL-ROM COMPANY, INC. ° 


Better light— 


right where it is needed — 
with the new Hill-Rom 


BEDSIDE 
CABINET LAMP 


@ This new Hill-Rom lamp is 
attached to the back of the bed- 
side cabinet, where it can be 
easily manipulated by the pa- 
tient, yet is out of the way of 
the nurse—until it is needed. A 
parabola shade inside the outer 
shade permits spotting the light 
when intensive light is needed 
for exami:ation, injection, etc., 
or reflecting the light for reading. 
Inverting the shade gives indi- 
rect lighting. The shade is venti- 
lated—will never become hot. A 
convenience outlet permits the 
use of electric appliances. 


This lamp is completely ap- 
proved by Underwriters’ 
Laboratories Inc. as safe for 
hospital use. Complete in- 
formation on request. 


BATESVILLE, INDIANA 





eguijment and suffly review 


Drapery installation (2E-1) 

Manufacturer's description: The snap tape 
consists of heavy duty cotton twill 
with high quality metal snaps hori- 


zontally spaced at three-inch in- 
tervals. The wall track is equipped 
with lifetime, self-lubricating ny- 
lon slides. The track mounts di- 
rectly on the wall and no brackets 
are needed. The ceiling track 
mounts directly on the ceiling and 
the snaps are on pendulums. The 
heavy duty tape automatically 
pleats the draperies as they hang. 
The self-pleating factor means one- 
third to one-half less material in 
most installations. Draperies with 
the snap tape can be easily washed 
and pressed without damage to 
snaps. Payne & Company, Dept. 
H2, 3500 Kettering Blvd., Dayton, 
Ohio. 


Automatic file selector (2E-2) 

Manufacturer's description: This card file 
provides instant access to any one 
of 200,000 cards in less than three 
seconds. The file is controlled by 
an automatic selector keyboard 
with recessed selector keys, which 
at a touch, bring the cards to the 
operator. Records are spread in an 
easy-to-see position, permitting 
guides to be located at once. Cards 
or group listings can be transferred 
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to the automatic file selector di- 
rectly, eliminating the need for 
retyping information. Mosler Safe 
Co., Dept. H23, 320 Fifth Ave., 
New York 1. 


Scintillation scanner (2E-3) 

Manufacturer's description: This scintil- 
lation scanner provides highly de- 
fined scans while subjecting the 
patient to smaller doses of radia- 
tion. A contrast circuit emphasizes 
small relative differences in radio- 
isotope concentration and mini- 
mizes the effect of background 
radiation on the scan. Reading of 
the scattered radiation is elimi- 
nated by a pulse-height analyzer 
that records only the peak energy 





New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 











of the selected isotope. And “halo” 
is eliminated by a three-inch lead 
detector shield, which also con- 
tributes to reducing background 
and improving collimation. Picker 
X-Ray Corp., Dept. H2, 25 S. 
Broadway, White Plains, N.Y. 


Transparent mirrors (2E-4) 

Manufacturer's description: The trans- 
parent mirror appears as a mirror 
when viewed from one side, but 
is transparent from the opposite 
side. Doctors, by using the mirrors 
in panels, may study behavior of 
patients unobserved. Ideally, one 
side should be brightly lighted, 
with dimmed lighting on the op- 
posite side. Observers on the dark- 





> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
Chicago 11, Illinois. 
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er side have a perfect view into 
the lighted side, but the transpar- 
ent mirrors give the illusion of 
an opaque mirror from the illu- 
minated side. Libbey-Owens-Ford 
Glass Co., Dept. H2, 608 Madison 
Ave., Toledo 3, Ohio. 


Crutch grip (2E-5) 
Manufacturer's description: Crutch grip 


provides comfort and reduces fa- 
tigue of crutch users. Constructed 
of durable plastic, the grip is de- 
signed to position the hand for 
comfortable 
weight bearing. 
The grip adapts 
to all standard 
crutches using 
wing nut and 
bolt connections. 
The grip pro- 
vides resiliency, 
requires no pad- 
ding, does not 
absorb perspira- 
tion or odor, will 
not rot and is 
easily cleaned 
with soap and 
water. J-Line 
Products, Dept. H2, 9036-13th Ave., 
So., Minneapolis, 20. 





Floor machine pads (2E-6) 

Manufacturer's description: The floor ma- 
chine pads are made of a micro- 
bubble plastic, which is pliable, 
porous and extremely tough. The 
micro-bubble action loosens the 





HOSPITAL FLOOR MOPPING IS VERSATILE 


“a 


Single Unit When 
You Want It! 


Versatile, efficient, adapts to 
many mopping needs. One 
bucket for small-area jobs; two 
for larger areas. Two steel wire 
hooks couple 16-, 32-, 44-qt. 
sizes in any combination, slip 
ito grommets located behind 
steel core in protective bumper, 
can’t pull out. Hooks standard 
on all bumper equipped buck- 
ets. Buckets mounted on alumi- 
num chassis with ball-bearing 
casters: Mop serves as handle. 
Buckets nest neatly for storage. 


with new Dual-Duty 
“Convertible” 
. by GEERPRES 


Double Unit When You Need It! 


WRINGER, INC. 
P.O. BOX 658, MUSKEGON, MICH. 





dirt and develops the maximum 
cleaning efficiency of soaps and 
detergents. There are three models 
of pads: the plain pad is used for 
scrubbing terrazzo, ceramic, slate 
and stone floors; the second pad, 
used for stripping and scrubbing, 
is impregnated with powdered 
abrasives for thorough cleaning 
with no bleaching or scratching of 
floors; the third pad contains an 
integrated buffing and polishing 
agent. Orchard Hill, Inc., Dept. H2, 
Mogadore, Ohio. 


Flooring (2E-7) 

Manufacturer's description: This conduc- 
tive tile flooring for operating 
room safety dissipates electrostatic 
charges—the principal source of 


gas explosions. In addition to its 
safety factors, this solid viny] floor 
covering is tough, durable, sound- 
absorbing and easy to clean. Vinyl 
Plastics, Inc., Dept. H23, Sheboy- 
gan, Wis. 


Chicken soup mix (2E-8) 
Manufacturer's description: The real 


chicken soup mix contains more 
than 35 per cent roasted chicken 
meat, together with monosodium 


HOSPITALS, J.A.H.A. 





glutamate, chicken fat, onions and 
spices. It can be used to make a 
finished soup broth. The chicken 
soup mix with pure rendered chick- 
en fat is accentuated by monosodi- 
um glutamate, onions, and a blend 
of spices. Continental Coffee Co., 
Dept. H2, 2550 N. Clybourn, Chi- 
cago. 


Dishwasher (2E-9) 
Manufacturer's description: Designed for 


both large and small food-service 


operations, the dishwasher is a 
new layout and technique approach 
to the growing space problems in 
kitchens. The unit employs a re- 
circulating dish scrapper preceding 
the wash and rinse operation of the 
automatic dishwasher. It has a 
continuous, circular track conveyor 
system, with a built-in food waste 
disposer at the loading area. The 
Hobart Mfg. Co., Dept. H2, Troy, 
Ohio. 


Waste receptacle (2E-10) 
Manufacturer's description: Built into each 


receptacle is a self-contained sani- 


tizing spray dispenser with finger- 
tip control, which directs indi- 
vidual measured sprays onto the 
contents. The receptacle features 
completely noiseless closing. The 
rust-proof removable liner is stain- 
proof and impervious to most chem- 
icals and alkalis. Size of the unit 
is 11% by 11 by 19 inches. Wood- 
lets, Inc., Dept. H2, 2048 Niagara 
St., Buffalo 7. 


Automatic parking control (2E-11) 
Manufacturer's description: This auto- 
matic parking system prevents 
both error and lost revenue. The 
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$978 


Easily-installed Random Planks are '/, inch thick, 16 inches wide and 8 feet long 


fully-finished random-grooved paneling 


in six exclusive, new Trendwood”* finishes 


Here’s the newest in paneling for beautiful, maintenance-free interiors. 
Marlite Random Plank in six distinctive Trendwood finishes will add 
years of wear with just minutes of care to the walls in any hospital area. 
Moreover, your own maintenance men can install Random Plank 
without interrupting normal hospital activities. And Marlite’s mela- 
mine plastic finish needs no painting or further protection. It resists 
stains and mars for years—cleans in minutes with a damp cloth. Before 
you build or remodel, check into Marlite Random Plank with your 
architect, contractor, building materials dealer . . . or write Marlite 
Division of Masonite Corporation, Dept. 112, Dover, Ohio. 


Marlite 


plastic-finished paneling 


MARLITE IS ANOTHER QUALITY PRODUCT OF MASONITE® RESEARCH 





incapacitated 
Patient 


LIFTING 


AND 


WEIGHING 


is no problem 
WITH A 


RTO 
Trt 


With increased versatility and new 
accessories . . . such as the easy-to- 
install, 300 pound capacity scale... 
Porto-Lift ends forever the strain 
and discomfort of patient lifting 


moving and weighing. 


For easier, effortless patient handling, 


specify Porto-Lift. 


Ask your medical dealer for a demon- 


stration .. . or write: 


PORTO-LIFT 
MANUFACTURING CO ~) 


HIGGINS LAKE, 
MICHIGAN 





self-service, time-dated ticket dis- 
penser automatically issues a tick- 
et to the driver and at the same 
time raises the gate. The exact 
time of entry, date and lot loca- 
tion are recorded on the ticket. 
When the driver leaves the lot, 
the cashier at exit records “ired 
time and collects parking fee. Par- 
coa Division of Johnson Fare Box 
Co., Dept. H2, 4619 N. Ravenswood 
Ave., Chicago 40. 


Test tube mixer (2E-12) 
Manufacturer's description: A machine 


with a principle of mixing and stir- 
ring in test tubes without corking, 
capping or inserting anything in- 
to the test tube. It mixes more 
thoroughly in a fraction of the usual 
time, resulting in more accurate 
determinations. Independent oper- 
ation of each test tube is obtained 
by individual motors for each test 
tube holder. Kraft Mfg. Co., Dept. 
H2, 68-60 140th St., Flushing 67, 
N.Y. 





Hnoduct literature 


SEE COUPON, PAGE 95 


Radiochemicals (2EL-1)—A 46-page 
illustrated catalogue listing radio- 
chemical compounds and giving 
prices, discounts, ordering and li- 
censing information, purity meth- 
ods and other pertinent data. The 
catalogue also offers many license- 
exempt packages and a special list 
of hydrocarbons. Research Special- 
ties Co., Dept. HL2, 200 South Gar- 
rard Blvd., Richmond, Calif. 


Faucets (2EL-2)—A catalogue 
showing a complete line of ball 
bearing, leak proof faucets. Belco 
Brass, Division of Miller Mfg. Co., 
Dept. HL2, 17640 Grand River, De- 


troit 27. 


Radiation shielding (2EL-3)—Radi- 
ation shielding and specific prod- 
ucts developed according to this 
concept are described in this bro- 
chure. The information deals with 
the development of fillable shield- 
ing blocks and shipping containers 
of fiber glass. General Nuclear 
Corp., Dept. HL2, Suite 26, 5506 
Connecticut Ave., N.W., Washing- 
ton, D.C. 


Automatic emergency lighting equip- 


(2EL-4)—A catalogue de- 
scribing, picturing and pricing au- 
tomatic emergency lighting equip- 
ment. Electric Cord Co., Dept. 
HL2, 432 Plane St., Newark 2, N.J. 


ment 


Biochemical applications (2EL-5)— 
A 30-page bibliography of medical 
and biochemical applications for 
ultraviolet spectrophotometers is 
now available. It lists more than 
250 references, starting with a 
method for determining acetalde- 
hyde in blood and concluding with 
a technique for measuring micro 
quantities of xanthine. Ask for 
Bulletin 762. Beckman Scientific 
and Process Instruments Div., 
Dept. HL2, 2500 Fullerton Road, 
Fullerton, Calif. 


Dimmer switches (2EL-6)—This line 
of dimmer switches, using an elec- 
tronic circuit, gives immediate con- 
trol from the center or off position 
to high 100 per cent bright light- 
ing, or from the same center posi- 
tion to dim 30 per cent lighting. 
The unit is described and illus- 
trated in detail in the brochure. 
Slater Electronics Corp., Dept. 
HL2, Glen Cove, N.Y. 
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Incinerators (2EL-7)—A bulletin il- Ba —_—_ ESET oO rE ETC lll lO igi 


lustrating a line of incinerators EACH A ‘*MUST”’ and each a 


with charts and cross-reference 
Laasal 
RELIANCE 


l 
tables to determine what type of i 
incinerator is needed to handle any 
given material. Also included are l 
ee cead eon, lee we, Kel iy, NEM ac ROE SO ts eae RENAN gt cay AL ena ee 
sign data for each type of inciner- 
ator. Ask for Bulletin 184. Morse Model 25-AA 


Boulger, Inc., Dept. HL2, 80 Fifth ALL-PURPOSE STRETCHER 
Ave., New York 11. 


Shower mixing valve (2EL-8 )—Com- 
pletely illustrated by sketches, 
photos and installation diagrams, 
the bulletin contains the complete 
engineering story of this shower 
mixing valve. Ask for Bulletin 
#Recesso-2. Lawler Automatic 
Controls, Inc., Dept. HL2, 453 N. 
MacQuesten Pkwy., Mt. Vernon, 
N.. 


Fire alarms (2EL-9)—This cata- FOR: Use in Emergency Rooms renee 
logue covers a complete line of X-ray therapy treatment 11 inch hydraulic height adjustment 


fi Minor surger Positive four wheel brakes 
fire alarm systems for hospitals. rane so Y Conductive Rubber Tires are standard 
Included is information on the Conductive Cover optional at 
master coded and box coded sys- ne ehetiene ea8 


tems. In addition, components and 
accessory equipment, including sta- Model 475-FB Foot-Operated Hydraulic Chair 


tions, detectors and signals are il- A 
Sanit acta Geealiaelan atin for EENT and OUT-PATIENT Departments 


Electric Time Co., Dept. HL2, 81 
Logan St. Springfield, Mass. 





Superbly built; maintenance-free; rea- 
sonably priced. Easy to raise—space- 
Painting guide (2EL-10)—A 12- J saving, will accommodate all patients. 
page illustrated guide to economi- 
cal maintenance painting is offered. \ t @ Single lever raises, lowers, and locks 
Write for “How To Reduce Paint- ) , revolving action 

ing Costs’. Barreled Sunlight Fully adjustable head rest, extremely 
Paint Co., Dept. HL2, Dudley St., comfortable 

Providence 1, RI. ™ . Chair back reclines to any desired angle 


Mobile dish carts (2EL-11)—Stain- a oN Base column in choice of colors, other 
less steel mobile dish carts in heat- aN \ parts chrome-plated 

ed or unheated models, which /s : \ Matching or contrasting genuine leather 
transport up to 350 nine-inch di- ’ 7 \ Z upholstery 

ameter dishes are described and — . y 4 Chair available as shown (or Model 
illustrated in this catalogue. Ask i 475-F without foot rest) 

for catalogue #60. Precision Metal ‘ 
Products Inc., Dept. HL2, 278 N.W. 
27th St., Miami 37. 

Heat exchanger (2EL-12)—This air- Model No. 404 ANAESTHETIST’S STOOL 


to-air heat exchanger consists ba- Maximum comfort and convenience. Seat and back upholstered 


sicall of a rotatin i with conductive cover over thick rubber pad. Instantly adjusta- 
k i ith e oylinfer ble from 21” to 31. Seat revolves freely. Base in brilliant 
packed with metal wool. This cyl- chrome. Has conductive casters. Back rest may be adjusted for 


inder turns continually through greater comfort. 

the two air streams (intake and No. 406—upholstered in GENUINE LEATHER, regular casters. 
exhaust). The metal wool picks 
up heat from the warmer air 
stream and carries it to the cooler 
air stream, thus improving and 
economizing on ventilating sys- Manufacturers since 1898 

tems. Therm-O-Wheel Inc., Dept. 

HL2, P.O. Box 577, Far Rockaway, | f, éB. A KOENIGKRAMER CO. 


N.Y. at Dept. 1-116, 96 Caldwell Drive, Cincinnati 16, Ohio 





No. 400—without back rest, regular casters. 


See these and other models at your authorized dealer, 
or write for brochures. 
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HEW Holds Conference on Urban Hospitals 


Just in advance of the opening of Congress, Depart- 
ment of Health, Education, and Welfare Surgeon Gen- 
eral Leroy E. Burney held his annual conference with 
state and territorial hospital officials. The two-day 
meeting featured discussions on the status of urban 
hospital construction. 

Presiding over the sessions, Jack C. Haldeman, 
M.D., chief of the Public Health Service’s Division 
of Hospital and Medical Facilities, stressed the urgent 
need for rehabilitation and construction of hospital 
facilities in urban areas. It was Dr. Haldeman’s belief 
that the needs of rural areas are being adequately 
met through the existing Hill-Burton program. 

On hospital costs, Dr. Haldeman said: “Hospital 
costs have gone up out of all proportion to cost-of- 
living increases. Since 1949, the consumer price index 
has risen about 22 per cent, while the average cost 
per patient day in a general hospital has increased 
by, 94 per cent. 


“Ten years ago, the average number of laboratory 
procedures per patient was 4. Now it is 14. 

“Blue Cross hospital insurance rates have had to 
be increased in practically all states.” 

On rural v. urban hospital construction, he said: 
“The rural building program was largely devoted to 
putting up new hospitals where they were most needed. 

“The urban problem is far more complex. Many 
hospitals are so obsolete that it would be cheaper 
to build new ones than to modernize the old. The 
flight to the suburbs leaves the central city without 
financial resources for hospital needs. 

“We must look into the problem of metropolitan 
planning.” 

Dr. Haldeman also made reference to last year’s 
four regional conferences on “Planning the Future 
Hospital System.” These conferences were cospon- 
sored by the American Hospital Association and the 
PHS, which has just issued a report on the proceed- 








AINA 


a GRUENDLER 
‘FOOD 

4 WASTE 

<P DISPOSER 


1. Most efficient operation of any disposer 

2. Many mo the right one for your 
whether large or smal} 

3. Rugged construction for years of trouble-free service 
Designed and built by the manufacturer 
of reduction equipment since 1885 


Reasonably priced. Write for Bulletin No. R-124. 
If possible, state number of meals you serve per setting :: 
for our recommendation of proper model. No obligation. 4 


Health-quarding heat 
for the life of the room 


with SHAW PanelVectors 


Shaw PanelVectors distribute a 
health-guarding, unstratified bal- 
ance of radiant and convected heat 
that only Nature—at her best— 
can rival. Rigid, fully-integrated 
steel and copper construction re- 
quires no servicing, is indestruct- 
ible in institution use. 

Get all of the Shaw PanelVector 
story. Write today for Cat. 59-G! 


SHAW F = PERKINS MFG. CO. 


Properly Designed Room Heat Distribution Equipment 
201 €. CARSON ST., PITTSBURGH 19, PENNA. 


Shaw Panel Vectors — 
baseboard or wall-hung 
—are available in sizes 
to meet any room-heat- 
ing requirement, 
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Now... 
Micro-Filtered Air 
for the 

No.1 Croup Tent 


Continuous recirculation of fresh, cool, moisture- 
saturated air, an exclusive feature of the 
CROUPETTE®, “‘is important in the care of babies 
with lower respiratory infections.’”! 


First ‘‘cool vapor’ croup tent, the CROUPETTE 
is used in more than 83% of all hospitals in the 
U.S. accredited for residency training in pedia- 
trics, including all those affiliated with U.S. 
medical schools. Compact, portable, easy to set 
up or store, with no moving parts, the CROUPETTE 
is as simple to operate and maintain as it is 
clinically safe and efficient. 


Now, by means of the new AIR-SHIELDS 
DrA-PuMP® with MICRO-FILTER, compressed air 
to operate the CROUPETTE can be kept virtually 
pathogen-free. Easy to carry, the D1A-PumpP is 
quiet, oil-free and unconditionally guaranteed 
for one year. 





1, Kirkwood, E. S.: Nursing World 129:8, 1955. 


os 


AK a & 


Dia-Pump compressor (Model EFC), 
for continuous operation at low cost, 
delivers Micro-Fittereo air at con- 
trolled positive pressure to 30 pounds 
per square inch. 


Visibility, accessibility and simplicity 
are Crourette features. Cool, Micro- 
FiLTEReED, moisture-saturated air pro- 
vides ideal atmosphere for therapy of 
respiratory infections. 





The/ Croupetre VC 





For information and orders 
(with 30-day return privilege) 
call collect: OSborne 5-5200, 
Hatboro, Pa. 


Canada: Air-Shields (Canada), Ltd, 
8 Ripley Ave., Toronto 3, Ont. 


Cool-Vapor and Oxygen Tent by AIR -SHTELDSYS, ? INC. 


Hatboro, Pa, 


Phone: Roger 6-5444, 
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HOSPITAL FUNDS 


obtained 
¢ ethically 
e efficiently 
¢ successtfully 








Without obligation 
let National tell|you how! 





National's dignified, efficient approach has sat- 
isfied hundreds of users. It has brought results 
with lasting effect of support, good-will and 
team spirit! 


WE INVITE YOU TO CHECK ... contact the peo- 
ple we have served. Learn of their gratitude and 
satisfaction ... their repeated use of National's 
services. : 


Call or write any of the six offices . . . it's 
your first step te a successful fund raising cam- 
paign. There’s ne cost, no obligation . . . but do 
it today! 


1 


ee. 
iT —* 


NATIONAL Funp - Raising SERVICES, INC. =: 


82 Wall Street, NEW YORK « 600 South Michigan, CHICAGO « 1001 
Russ Building, SAN FRANCISCO « 1616 Fulton National Bank Bldg 
ATLANTA e¢ 208 Ridglea State Bank Bldg.. FORT WORTH « 621 
Adolphus Tower,,\DALLAS 





ings of the conferences. The 222-page report was 
used as a basic reference text during the two-day 
conference. 


Hospitals Share In Aging Research Grants 


Research projects on various aspects of aging have 
recently been awarded $1,751,270 in federal financial 
support. Most of the money has been allocated for 
44 new research grants totaling $1,214,328. The 
remaining $536,942 is for continuation of 27 projects 
already under federal aid. 

These awards bring to approximately $8 million 
the total amount of federal funds now supporting 
some 400 projects for research on health-related 
characteristics of aging. The program includes work 
carried on in the National Institutes of Health, plus 
NIH grants to private institutions. 

Although most of the recent awards were to uni- 
versities and medical schools, the largest single grant, 
$250,000, was made to a hospital. Massachusetts Gen- 
eral Hospital, Boston, received these funds for a 
long-term study of mesenchymal tissues and their 
diseases. 

A sum of $42,348 was awarded to Presbyterian-St. 
Luke’s Hospital, Chicago, for an investigation of the 
inter-relationships of factors responsible for athero- 
sclerosis. Five hospitals received federal awards for 
studies not connected with aging: 

Beckley (W.Va.) Memorial Hospital—$11,759 for 
an epidemiological study of lung diseases in children. 

Montefiore Hospital, Bronx, New York—$8912 for 
an historical study on human dental pulp. 

Mount Sinai Hospital, New York City—$5750 for a 
longitudinal study of twins beginning before birth. 

Community Hospital of San Mateo County, San 
Mateo, Calif.—$2300 for studies on extremity blood 
temperatures. 

Hospital for Special Surgery, Cornell Medical Cen- 
ter, New York—$2196 for research on bone mass of 
iliac crest biopsy. 


Aetna Chosen Carrier for Federal Employee 
Health Program 


The Aetna Life Insurance Company of Hartford, 
Conn., was selected as the carrier of the government- 
wide indemnity benefit plan authorized by the Fed- 
eral Employees Health Benefits Act, the Civil Service 
Commission announced. This is one of the four types 
of plans to be offered federal employees under the 
program, scheduled to go into effect in July. 

The indemnity benefit plan will offer two levels 
of benefits—at different costs—both of which must 
include basic and major medical health coverage. 

The other types of plans to be offered federal 
employees under the Health Benefits program are: a 
government-wide service benefit plan (to be under- 
written by the Blue Cross-Blue Shield national organi- 
zations and their local affiliates), approved plans of 
federal employee organizations, and approved com- 
prehensive medical plans that may be offered by 
individual associations. Approximately 1.8 million 
federal employees and more than 2.2 million of their 
dependents are expected to be covered by one or 
another of the four types of plans. 

According to the Civil Service Commission, the 
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Aetna company was selected because it is the largest 
company in the group health and accident field which 
operates on a decentralized basis. 

Although the Aetna company will be the carrier 
it must, under the act, reinsure with other insurance 
companies. All insurance companies that issue group 
health insurance policies are eligible to participate. 


Social Security Changes Recommended 
by HEW Advisory Group 


The Advisory Council on Public Assistance, estab- 
lished in 1958 by Congress, has made 20 recommenda- 
tions in a report to Congress and to Secretary of 
Health, Education, and Welfare Arthur S. Flemming. 
The council’s report proposes major changes in the 
federal government’s programs which finance various 
aspects of public assistance. Among the major recom- 
mendations are these: 

@ Residence requirements for public assistance 
should be abolished, and federal grants should be 
cut off if a state imposes a waiting period provision 
for a relief program. Mr. Flemming frequently has 
scorned residence provisions, now effective in 45 
states. 

@ The program for aid to dependent children should 
be expanded to include all “financially needy chil- 
dren,” whether or not one parent is absent. The law 
now limits federal aid to children deprived of support 
or care because of the absence, death, or incapacity 
of one parent. “A hungry, ill-clothed child,” the 
report states, “is as hungry or ill-clothed if he lives 
in an unbroken home” as is an orphan, or an illegiti- 
mate child without a father. Social workers have 
complained that fathers desert their families so they 
can qualify for public aid. 

@ The Social Security Act should be amended to 
provide federal aid to needy persons “regardless of 
the cause of need”. This would include aid for some 
needy not now covered, like the underemployed and 
persons not totally and permanently disabled but still 
unemployable. 

@ States should be given a choice between taking 
a single over-all federal grant for the needy or adding 
a new “general assistance” category. Under the pres- 
ent law, states get federal relief aid only in four 
categories: aid to the aged, blind, permanently and 
totally disabled, and dependent children. 

@ The law should be amended to abolish inequities 
in federal grants between the programs. 

The advisory council noted that the federal gov- 
ernment cannot give as much to aid a dependent child 
as an aged person. 

The report doesn’t put a dollar ceiling on federal 
grants for public assistance. It emphasizes that federal 
appropriations should be “open end”—matching state 
and local relief costs. 

Under present conditions, the council recommended, 
the federal share should not be cut below levels set 
by the social security amendments of 1958. The 
federal government now pays slightly less than 60 
per cent of the nation’s relief costs. 

Public assistance programs affect some 7 million 
persons in the nation and cost about $3.5 billion 
annually. The federal government provides about 
$2 billion a year as its share. 
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FOR FAST LOW-COST 
SURGICAL GLOVE PROCESSING 


The fastest, easiest and most 
economical way to process surgical 
gloves is the Rotary way. 

For example: Even in a 100-bed 
hospital, these three companion 
machines will pay back their cost in 
actual savings over the hand 
method in less than a year. 


WASHER Developed expressly 

for surgical gloves. Three times 
faster than hand method. No punish- 
ing agitators or fast rotating drums. 
Unique pulsating action cleans 

gloves thoroughly inside and out. 
Water drained automatically at end 
of each cycle. Takes only 8 minutes of 
operator’s time. Capacity 150 gloves. 


DRYER Faster, safer, because 
warm air at safe temperature is 
blown directly and continuously into 
tumbling drum .. . revitalizing the 
gloves as they dry. Excess water 

is removed at start of drying cycle. 
Drying time 30 minutes... 

three times faster than by hand. 
Capacity 150 gloves. 


POWDERER Ten times faster 
than hand method. Even coating of 
powder, inside and out, without 
turning. Airtight. No powder 
escapes. Powdering time 4 to 8 
minutes (depending on thickness of 
coating). Capacity 150 gloves. 


FREE! GLOVE PROCESSING 
MANUAL mailed on request with 
illustrated literature describing 
the all-new Rotary line. 
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quired. Blickman alone delivers them all for added 
convenience, top performance, sure sanitation 


hard wear. Finishes fine enough for full corro- and decades of durability—yet it costs no more! 


Blickman craftsmanship gives you the full bene- 
fit of stainless steel. Gauges heavy enough for 


sion resistance and complete asepsis. Rounded For full details on Blickman’s complete line of 
corners...invisible seamless welds...completely hospital equipment write: S. Blickman, Inc., 3801 
crevice-free surfaces and joints— wherever re- Gregory Avenue, Weehawken, N. J. ‘ 
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EWS 





AT CAMBRIDGE, MD., HOSPITAL— 





Board-Medieal Staff Conflict Results 


in Doctors’ Curb on Admissions 


In mid-December, only emergency cases were being treated at the 
Cambridge-Maryland Hospital after the medical staff of the hospital 
refused to treat any other patients in the hospital until John Mace Jr., 
M.D., chief of surgery, was reinstated. 

He had been suspended by the hospital’s board of directors. The board 


refused to disclose specific facts 
that led to its action. It said, how- 
ever, that it would make its records 
available to the Medical and Chi- 
rurgical Faculty of Maryland if 
Dr. Mace agreed to have this so- 
ciety act as mediator and if he 
gave written permission to turn 
all pertinent data over to the 
faculty. 

The offer of mediation by the 
state medical society was turned 
down by Dr. Mace, as was a simi- 
lar proposal by the hospital board 
that the Hospital Council of Mary- 
land investigate board-staff rela- 
tionships. 


DEMAND ADMINISTRATOR FIRING 


In addition to demanding rein- 
statement of Dr. Mace, the medical 
staff demanded the dismissal of 
the hospital’s administrator, Harold 
P. Coston. 

The hospital’s directors stood 
firm in their support of the ad- 
ministrator, in face of the fact 
that the Dorchester County Medi- 
cal Society approved the stand of 
the hospital’s medical staff, which, 
in turn, was firmly united in sup- 
port of Dr. Mace. 

Dr. Mace based his refusal to 
have the Medical and Chirurgical 
Faculty act as mediator on the fact 
that he had not been notified of 
the reasons for his suspension and, 
consequently, did not wish the 
board to report directly to the state 
society. 

On the other side, the directors 
of the hospital pointed out in their 
statement on the suspension deci- 
sion that it is a “universally fol- 
lowed” practice “for the protection 
of both Staff and Board” to make 
no charges and give no reasons for 
the dismissal of staff members. 


COSTON HIRED TO MODERNIZE 


Mr. Coston went to Cambridge 
from Baltimore, where he was with 
the Lutheran Hospital. According 
to the Baltimore Sun, he was hired 
to modernize the hospital in such 
a way as to attract specialists to 
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the town. When Mr. Coston arrived 
six years ago, the hospital was not 
accredited. It gained accreditation 
in 1957. A successful fund cam- 
paign received excellent commu- 
nity response and made possible 
expansion and modernization, the 


Sun said. The newspaper also said 
the hospital for the first time at- 
tracted a surgeon certified by the 
American Board of Surgery. 

But, the Sun reported, severe 
personality conflicts developed be- 
tween the administrator and the 
medical staff, the physicians con- 
tending that Mr. Coston interfered 
in medical matters. This conflict 
reached the point of a law suit 
last year, in which the physicians 
charged “unwarranted interfer- 
ence” with their practice at the 
hospital. The suit was dismissed 
last October, as the court upheld 
the right of the directors to run 
the hospital. The physicians have 
since appealed that ruling. . 





IN CHICAGO— 


Hospital Pharmacy Regulation, Planning 
Discussed at National Science Conference 


State regulation of hospital pharmacy practice, hospital pharmacy 
planning, and the pharmacist’s role as drug consultant and nursing educa- 
tor were among the topics presented at the sessions on hospital pharmacy 
during the 126th annual meeting of the American Association for the 


Advancement of Science, in Chicago. 


Prescription of minimum stand- 
ards for and regulation of hospital 
pharmacy practice by the states 
should be neither surprising nor 
disturbing to hospital administra- 
tors and pharmacists, said Oliver 
J. Neibel Jr., assistant attorney 
general of Washington State. Hos- 
pitals and professions exist for the 
people, he told his audience, and 
not the contrary. Because the health 
of its people is an economic asset 
as well as a social blessing, any 
government will seek to regulate 
the means of preserving it, he 
added. 

Citing the example of his own 
state, Mr. Neibel pointed out that 
legislators and professional people 
there worked together and suc- 
ceeded in formulating a set of 
minimum standards for hospital 
pharmacy which both protect the 
patient and encourage profession- 
alism. 

PLAN FOR FUNCTIONS 


The hospital pharmacy should 
be planned in terms of its function 
in the total patient care picture of 
the hospital, asserted Paul F. Par- 
ker. 

Mr. Parker, who is director of 
the division of hospital pharmacy 
of the American Pharmaceutical 
Association, stated that there is no 
specific relationship between the 





number of beds in the hospital and 
the number of square feet of space 
the pharmacy will need. The size 
of the pharmacy must be deter- 
mined by its function; so must the 
physical layout of the pharmacy, 
he said. 

Major functions of the hospital 
pharmacy, according to Mr. Parker, 
include: dispensing drugs, pre- 
packaging drugs and other phar- 
maceutical supplies; storing drugs 
and supplies; handling radiophar- 
maceuticals and investigational 
drugs; and providing compounding 
and manufacturing services as well 
as administration and information 
services to the medical staff and 
hospital personnel. All these fac- 
tors determine the size and layout 
of the pharmacy, he said. 


PHARMACIST AS EDUCATOR 


The hospital pharmacist should 
participate in nursing education, 
but he should do so in terms of the 
nurse’s function in patient care, 
Eleanor C. Lambertsen, R.N., said. 
Miss Lambertsen, who is assistant 
secretary, Council on Professional 
Practice of the American Hospital 
Association, suggested that an in- 
tegrated approach to teaching stu- 
dent nurses would be most bene- 
ficial to them. For example, the 
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pharmacist could teach them about 
the pharmacological agents used 
in cardiovascular diseases while 
they were learning about the dis- 
eases themselves. 

The pharmacist should also be 
available to the nursing staff as 
a consultant on drugs, said Miss 
Lambertsen. She indicated that she 
had learned more about drugs by 
talking with the pharmacist dur- 
ing her nursing days than by any 
other means. She also suggested 
that the pharmacist should foster 
inservice pharmacy classes for the 
nursing staff to keep the nurses up 
to date with major advances in 
pharmacy. 

Discussing the use of disposable 
injectables, Kenneth R. Nelson Jr., 
Division of Special Health Serv- 
ices, U.S. Public Health Service, 
suggested that cost alone cannot 
be the deciding factor. Patient 
safety must also be considered. In- 
jections given by nursing home 
personnel who are not nurses or 
physicians will be much safer for 
elderly patients, who are more 
susceptible to injury and infection, 
if a closed system technique is used 
to administer a premeasured quan- 
tity of medication. With this meth- 
od, the use of improperly steri- 
lized, dull needles will also be 
avoided, Mr. Nelson said. 

Hospital administrators and 
pharmacists must understand that 
the clinical use of investigational 
drugs in hospitals should be in the 
hands of trained and experienced 
clinicians, according to Milton W. 
Skolaut, chief of Pharmacy Depart- 
ment, Clinical Center, National In- 
stitutes of Health. Possession of 


the M.D. degree is not equivalent 
to expertness in clinical use of in- 
vestigational or radioactive drugs, 
he said. 

Mr. Skolaut also recommended 
that the nursing staff and junior 
members of the medical staff be 
advised whenever such drugs are 
used in the hospital and be told 
what side effects to watch for. This 
will enable them to evaluate the 
patient’s progress and to deal with 
any emergency reaction that may 
occur, he indicated. 


FUTURE OF HOSPITAL PHARMACY 


The social forces that will affect 
the future of hospital pharmacy 
practice are already operating, de- 
clared Ray E. Brown, superintend- 
ent, University of Chicago Clinics. 
These forces, he said, include a 
continuing increase in hospital ad- 
missions; a growing population 
over 65 who require three times 
as many hospital days annually as 
those under 65; an expected in- 
crease in the length of patient stay, 
and the more frequent administra- 
tion of potent drugs which require 
physicians to treat both their bed 
and ambulant patients in the hos- 
pital. Mr. Brown further said that 
the development of the hospital as 
the health care center of the com- 
munity would also determine the 
future of hospital pharmacy prac- 
tice. 

Glenn L. Jenkins, dean, School 
of Pharmacy, Purdue University, 
and vice president of the AAAS, 
discussed the growth of pharmacy 
as a profession in his address as 
chairman of the hospital pharmacy 
session. 





Hospital Moves 110 Patients in Two Hours 


Baltimore’s Sinai Hospital last 
month moved 84 patients and 26 
newborn babies to a new location 
—seven miles distant from the 
old one. Sunday had been chosen 
“moving day.” Only approximately 
two hours were necessary to com- 
plete the transfer because of ex- 
acting preparation and a carefully 
worked-out timetable. Walkie- 
talkies were used to coordinate op- 
erations. Approximately 1000 staff 
employees, more than 60 physi- 
cians and 300 volunteers completed 
the job, using 38 ambulances, 4 
rescue trucks, 10 police motor- 
cycles, 10 Red Cross station wagons 
and 10 radio cars. One of the in- 
fants was only 50 minutes old and 
two were receiving oxygen when 
the move to the spacious new quar- 
ters in an outlying section of Balti- 
more began. . 


Because he is probably the only 
person in the hospital who fully 
understands the use of the vast 
array of new and potent pharma- 
ceutical agents, the pharmacist has 
become a more important member 
of the medical team. Therefore, the 
pharmacist must be a fully profes- 
sional person, Dean Jenkins said, 
assisting physicians and nurses in 
patient care. 


USE COLOR FOR SAFETY 


The labeling of hazardous chem- 
icals may be either a help or a 
hindrance, according to Bernard E. 
Conley, Ph.D., secretary, Commit- 
tee on Toxicology, American Medi- 
cal Association. Poison labeling 
offers a means of safety informa- 
tion and a mechanism of safety 
discipline. Printed labels, however, 
are not the sole answer because 
users do not notice the labels 
and forget what they have read. 
The printed warning should be 
strengthened by using appropriate 
colors and symbols in conjunction 
with it, Dr. Conley said. 

Henry L. Verhulst, assistant: di- 
rector, National Clearinghouse for 
Poison Control Centers, PHS, re- 
ported that a recent study showed 
common medications to be the 
most frequent cause of poisoning 
among children. Other causes of 
poisoning are ordinary household 
agents such as lotions and rubs, 
detergents and cleaning materials, 
and pesticides and germicides. He 
also reported that many accidental 
poisonings occur because parents 
do not read labels before admin- 
istering substances to children. ® 


Hospital Pharmacists 
Elect Latiolais, Solyom 


The American Society of Hospi- 
tal Pharmacists last month named 
Clifton J. Latiolais as president- 
elect and Peter Solyom as vice 
president-elect. They will be in- 
stalled in their offices during the 
association’s annual meeting to be 
held in Washington, D.C., in Au- 
gust. 

Mr. Latiolais is director of hos- 
pital pharmacy and assistant pro- 
fessor of pharmacy at the Ohio 
State University Health Center, 
Columbus. He holds an M.S. degree 
with a major in hospital pharmacy 
from the University of Michigan, 
Ann Arbor, and attended also Loy- 
ola University College of Phar- 
macy in New Orleans. 

Mr. Solyom is chief pharmacist 
at the University of Chicago Clin- 
ics, and has a B.S. degree in phar- 
macy from the University of Illi- 
nois College of Pharmacy. al 
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THE VERDICT WAS GUILTY! 


Not even one accusing finger had been pointed at the egg... until 
Economics Laboratory found that protein-type soils were guilty of 
strangling the dish-washing operation... by producing disabling foam 
which reduces wash pressure. 

From this exclusive research discovery it followed then that Economics 
Laboratory scientists formulated Score* and Event*—two utterly new 
and different detergents—the only ones that can double dishmachine 
efficiency .. . by reducing foam. *PATENTS PENDING 


First in performance through research leadership 


ECONOMICS LABORATORY, INC, 
250 Park Avenue, New York 17, N.Y. 


Makers of Soilax and other fine cleaning products for home and institutional use 








1958 Health Bill Totaled $16.4 Billion 


The total amount paid by this country’s population in 1958 for health 
care was $16.4 billion, $1 billion higher than in 1957. This amount 
included $11.9 billion paid directly by consumers, $3.9 billion in benefits 
paid by prepayment and insurance companies, and $620 million paid by 
consumers to prepay for hospital and medical services and supplies. These 


figures on the nation’s medical bill, 
along with charts, were published 
in the December issue of Social 
Security Bulletin. 

For hospital care, the nation paid 
$5.1 billion in 1958 both directly 





and through prepayment. This 
amount was larger by $1.2 billion 
than in 1955. Insurance benefits 
paid more than half the hospital 
bill. Hospitalization expenses in 
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1958 amounted to 31 per cent of 
all health expenditures, compared 
to 25 per cent in 1948 and 30 per 
cent in 1955. 

Physicians’ services cost the na- 
tion $4.3 billion in 1958, compared 
to $3.5 billion in 1955. Direct pay- 
ments accounted for $2.7 billion 
of the 1958 figure, insurance bene- 
fits for $1.3 billion; prepayment 
expenses completed the total. 

The cost of medicines and appli- 
ances topped the cost of physicians’ 
services by $72 million. Dentists’ 
services cost the consumers $1.7 
billion; other professional services 
$769 million, and nursing homes 
$200 million. 

PER CAPITA COSTS 


As in the past, per capita pay- 
ments for hospital care were higher 
than those for physicians’ services. 
They continued to rise steadily in 
both categories. Hospital services 
in 1955—$23.73; in 1958—$29.76. 
Physicians’ services in 1955— 
$21.67; in 1958—$25.02. The in- 
crease was more pronounced for 
hospital care in 1958 over 1957 
than in the previous two years 
($2.46 per capita). In the case of 
physicians’ services, however, per 
capita increase in payments was 
diminishing: it amounted to only 
52 cents in 1958, compared to $1.20 
in 1957, and to $1.63 in 1956 over 
1955. 

Consumers spent more on the 
average for medicines and ap- 
pliances in 1958 ($25.44) than 
they did for physicians’ services 
($25.02). As in the case of physi- 
cians’ services the upward trend 
here was diminishing in intensity. 

Dentists’ services held fairly 
steady and came to $9.76 per 
capita in 1958. 


INCREASE IN PREPAYMENT 


A dramatic increase was noted 
in the degree to which voluntary 
health insurance and prepayment 
plan benefits accounted for private 
expenditures for all forms of med- 
ical care. In 1948, only 8 per cent 
of the nation’s medical bill was 
paid in advance. By 1958 nearly 
24 per cent was paid through in- 
surance and prepayment arrange- 
ments. (See Table on page 110) 

The Social Security Bulletin 
also showed the relative positions 
among the various voluntary health 
insurance and prepayment carriers 
in providing prepaid hospitaliza- 
tion and medical care. The position 
of Blue Cross-Blue Shield Plans 
in relation to the dollar volume 
of premium income and benefit ex- 
penditures has moved down in the 
hospital insurance field and up in 


HOSPITALS, J.A.H.A. 





Advertisement 


Scientific Housekeeping: 
Your Most Effective Weapon Against Staph 


Can applied engineering techniques coupled with improved 
sanitation and housekeeping methods achieve complete bacterial 
control? Puritan Engineered Maintenance may be the answer. 


RECENT CONFERENCES and 
studies of leading hospital and medical 
associations have pointed to the fact 
that the only effective way to prevent 
and control cross infection is through 
the use of scrupulous sanitation 
methods in all areas of a hospital. 


Preventive sanitation 
methods are needed 


Past reliance on antibiotics has not 
proved successful against staph. There 
is general agreement that preventive 
sanitation measures are far more reli- 
able—and more economical—than cor- 
rective medical measures. While the 
theory of preventive sanitation is the 
ideal, there still remains the question 
of how the ideal should he achieved. 


A wide range of sanitation 
products available 


The first and most logical step in set- 
ting up an effective hospital sanitation 
program would seem to be the selection 
and use of the right product for any 
specific area. Hospital sanitation prod- 
ucts range from simple detergents to 
a wide number of disinfectants, bac- 
teriostats, germicides and antiseptics. 
These might be incorporated into wall, 
ceiling and floor cleaners, waxes, 
window cleaners, air sanitizers or 
treatments for cooling water and air 
conditioning filters. 


Proper use is important 


But, the selection of the right product 
is only part of the battle. About 90% 
of the success of any effective anti- 
cross infection program can be attrib- 
uted almost directly to the proper use 
of these products and the frequency 
with which they are applied. c 


The point is that bacterial growth fol- 
lows a definite pattern. At first the 
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rate of growth is relatively slow. Then, 
it becomes fantastically rapid. The 
source of infection may be the air or 
it might be exposed surfaces. Cleaning 
floors, walls, furniture and windows 
with a detergent-germicide will imme- 
diately reduce the bacteria count and 
slow down the rate of redevelopment. 
Using a detergent-germicide in con- 
junction with an anti-bacterial floor 
finish will reduce the count even further 
and lengthen the time in which bac- 
teria growth starts again. Successive 
use of bacteriostat-treated mops, bac- 
teriostatic furniture polishes and win- 
dow cleaners, air sanitizers and similar 
products will further lower the mean 
bacteria count and will simultaneously 
reduce the rate of redevelopment. Thus, 
time, frequency and method of appli- 
cation all have an extremely important 
bearing on the results achieved in an 
effective sanitation program. 


Puritan Engineered Maintenance 
starts with the prime essentials 


In basic terms, time, frequency and 
method are directly concerned with 
labor. These essential factors are, in 
fact, the heart of Puritan Engineered 
Maintenance, a scientifically deter- 
mined housekeeping program for 
hospitals. 


When a Puritan ENGINEERED 
MAINTENANCE Programisinstalled, 
the following steps are undertaken: (1) 
Desired levels of sanitation are deter- 
mined for every area; (2) Cleaning 
frequencies needed to maintain these 
standards are established; (3) Custo- 
dial and supervisory responsibilities 
are assigned; (4) Custodians are train- 
ed in the use of proper materials, equip- 
ment and methods; (5) Regular inspec- 
tions are made to see that the pre- 
determined standards are maintained. 


Proper use before proper product 


After these steps have been outlined, 
the proper products are selected. Thus, 
through the proper combination of 
products and scientific cleaning meth- 
ods, the mean bacteria count can be 
lowered to practical and safe levels 
where the danger of staph is virtually 
eliminated. 


Hospital-wide sanitation important 


Sanitation must, however, be a 
hospital-wide operation. It should be 
programmed into all areas, including 
lobbies, patient rooms, operative areas, 
kitchens, public wash rooms, laundries, 
offices, etc. 


How to install a program 


To the average administrator and 
housekeeping staff, developing and 
establishing such a program is a tre- 
mendously involved undertaking. How- 
ever, there is a way in which a scientific 
housekeeping and sanitation program 
can be established—and with only a 
minimum of time and trouble. The 
answer is to let Puritan inspect your 
hospital, review your present sanitary 
maintenance procedures and submit 
and install an individually planned 
ENGINEERED MAINTENANCE 
Program for you. As a user of our sani- 
tary maintenance products, you get 
this service absolutely free. 


How to obtain information 


For further information on prevention 
and control of cross infection, write for 
the November-December issue of 
Puritan’s “Maintenance Matters” in 
which the concept of total bacteria con- 
trol is discussed. Also, ask for a copy 
of our brochure “ENGINEERED 
MAINTENANCE”. Puritan Chemical 
Company, 916 Ashby Street, N. W., 
Atlanta 18, Georgia. 
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1948—1958 


(amounts in millions) 


Growth of Voluntary Agencies in Health Care Prepayment 





Total medical care 
expenditures 


Hospital services only 


Physicians’ services 





Amount 


Percent Percent 
accounted accounted 
for by Amount! for by 
insurance insurance 


Amount 


Percent 
accounted 
for by 
insurance2 


the medical services field. Group 
insurance provided by insurance 
companies has expanded in both 
fields. Individual insurance has de- 
clined, relatively, in the hospital 
and medical services fields for 
both Blue Cross-Blue Shield and 
for insurance companies. . 


Teamsters Drive in Chicago 
Gains in Intensity 





With expense to obtain insurance excluded 





8.2 $1,689 26.9 

11.9 2,126 32.0 

16.5 2,602 41.3 

11,267 19.3 3,167 45.5 
12,223 20.7 3,512 47.8 
13,679 22.0 3,905 51.8 
14,683 23.7 4,221 54.6 
15,777 24.6 4,761 54.4 


Teamsters Local 743 last month 
announced it would send out an 
army of 100 organizers, including 
many “borrowed or hired” from 
other unions, to sign up nonpro- 
fessional workers in Chicago’s 45 
largest hospitals. Donald Peters, 
president of the local, was quoted 
as saying that he had majority 
memberships at seven hospitals 
and that he has written to these 
institutions demanding recognition 
of his local as bargaining agent. 
He also requested the management 
to hold conferences with the local 
to negotiate contracts covering 
wages, working hours, and other 
conditions of employment. He said 
that legal steps would be taken to 
protect employees who might be 
discharged because they joined the 
local, and that he had warned hos- 
pitals of this consequence. 





With expense to obtain insurance included 





7.9 $1,881 24.2 $2,424 6.2 

11.5 2,315 29.4 2,572 12.1 

10,098 15.9 2,834 37.9 2,859 18.5 
11,844 18.4 3,492 41.3 3,414 21.6 
12,837 19.8 3,851 43.6 3,517 24.4 
14,288 21.1 4,251 47.6 3,853 25.8 
15,353 22.6 4,596 50.1 4,125 28.4 
16,397 23.6 5,102 50.8 4,290 30.0 





1 Expenditures include outpatient services provided by hospitals. Insurance benefits are applica- 
ble to such services when service is given in an emergency. 

2Slight overstatement because the data used for insurance benefits include some payments for 
services from nurses, dentists, and laboratories. 





TEST CASE 


AMERICA’S NUMBER ONE NURSER Mr. Peters also was reported to 


have announced that—as a test 
case—his union would ask the 
National Labor Relations Board to 
conduct representation elections at 
the seven hospitals. 

“Our lawyers ... have advised 
us to file petitions with the NLRB 
for the purpose of demonstrating 
our good faith in seeking elections 
and determining whether the NLRB 
will assert its jurisdiction,” Mr. 
Peters was quoted. “If we were to 
accept management’s attitude, we 
would have no recourse except to 
strike, and we are determined to 
avoid a strike, if possible.” 

The hospitals’ position has been 
based on the belief that there is 
no law in Illinois which requires 
hospitals, as nonprofit institutions, 
to recognize unions. 

The teamsters local contends that 
a majority of nonprofessional em- 
ployees have signed up at these 
seven hospitals: American, Edge- 

For further information, see your water, Grant, Illinois Masonic, 
local Evenflo dealer, or write Evenflo, Jackson Park, Mercy and Provi- 


Ravenna, Ohio. dent. 
rates and your gift shop or hospital 


fi ® Two other unions have been ac- 
auxiliary benefits. even oO 


tive in Chicago hospitals: Local 
EVENFLO, RAVENNA, OHIO 


5 AN NN eR ne 


Build hospital 
good will 

at no cost with 
evenflo 
take home 
formula plan 


e@ Special order forms for mothers to 
fill out are supplied to you. 

In addition, you are supplying mothers 

with the nurser they are most likely 

to select themselves—Evenfio Nursers 

—used by more mothers than all other 

nursers combined. 


Mothers appreciate the convenience of 
a full day’s supply of formula ready 
to use when they face their first day 
at home. You can provide this good- 
will service at a saving to them—and 
to your hospital—with Evenflo’s Take 

Home Formula Plan. 

e Simply offer mothers 6 filled Even- 
flo Nursers in a convenient carry- 
out carton—at the same price they 
would pay for the empty nursers. 

e Purchase the nursers at hospital 





1657, American Federation of State, 
County, and Municipal Employees, 
which has been striking against 
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BATHMATS 
BASSINET LINERS 

pads 

padding 
BEDSPREADS 
BLANKETS 

Bath 

Crib 

Ether 
CURTAINS 

curtain material 
DRAPERY MATERIAL 
LAUNDRY FELT 
LINEN MARKERS 
MATTRESS COVERS 
PIECE GOODS 


white and colored 
PILLOWS 
PILLOW CASES 
PILLOW COVERS 
SHOWER CURTAINS 
SHEETS 

BED 

CRIB 

bleached 

unbleached 

percale 

contour 
SHEETING 

bleached 

unbleached 

jade green 
TAPE 
TABLE LINENS 

tablecloths 

napkins 

tray covers 
TICKING 
TOWELS 

terry 

huck 

absorbent 

kitchen 

name woven 
TOWELING 
UTILITY FABRICS 

drill 

twill 

duck 
WASH CLOTHS 








Whatever your needs—from a wash cloth to a bolt of drapery 
material—Carolina has it or can get it. Your textile problems are 
our business. 

More important, Carolina has in stock a complete selection of 
grades—from service weights to luxury items, unbleached muslin to 
percale—to meet your individual requirements, and your budget! 

A Carolina representative will be glad to show you samples, help 
you in any possible way. 

Send for a complete Carolina catalog if you do not have one readily 
available—14-page section on textiles included. 


IMPORTANT: Carolina carries only branded merchandise—your guarantee of 
dependable uniformity. High tensile strength, long wearing characteristics 
are inherent in products bearing the maker’s own name. 


Carolina Absorbent Gotton 


(Division of Barnhardt Mfg. Co.) 
CHARLOTTE 1, NORTH CAROLINA 
quality products of cotton since 1900 








You Can See and 
Feel the Difference! 


See the smooth finish of these Carolab cotton balls... 
feel the firmness, too. This is virgin long-staple cotton, 
carefully spun so that there are no nibs, no loose 
wispy ends. Carolab cotton balls are soft, yet with 


proper density for greater absorbency. 


There is a complete range of sizes—five to 
meet every need in the hospital... from 
nursery to accident ward, from pharmacy to 


blood bank and laboratories. 


Carolab cotton balls are economical, too. They 
replace sponges in many hospital procedures 
to provide improved technic as well as lower 
cost. You will find Carolab is truly a better 


ball at a lower price. 


super 2000 per case 

special 2000 special is same size as large 
large 2000, 4000 but is almost twice as dense 
medium 4000, 8000 

small 8000 


rayon balls also available in the four larger sizes; same packing 


and price 





On request, a large sample case of the complete line 
of Carolah surgical dressings will be delivered 
for inspection by OR, OB and CRS supervisors, 
purchasing agent or business manager, and other 
interested hospital personnel. 











Or-N 1 @) El 7 —1—1@) 24 —1 a 


(Oivision of Barnhardt Mfg. Co.. inc.) 
P.O. 2176 


aS | I em a 


Charlotte 1, North Carolina 





two hospitals since August, and 
the Building Service Employees 
Union. The striking local reported- 
ly wrote to Wesley Memorial, Col- 


umbus, and Chicago Osteopathic 
hospitals to announce that the ma- 
jority of nonprofessional employees 
there have joined the union. 


The teamster local president said 
his organizers would attempt to 
cooperate with the two other union 
locals. ° 





NEW JERSEY SURVEY SHOWS— 





Salaries Responsible for Cost Increases 


Salaries are chiefly responsible for increasing hospital costs, and pro- 
fessional department salaries account for the largest portion of the salary 


increase. 


These facts were brought out in a survey recently completed in New 
Jersey by the accounting firm of MacNicol, Johnson & Co. The survey 


was based on information from 18 
general, voluntary hospitals in all 
sections of the state. 

Total operating expenses per 
weighted patient day (‘““weighted’”’ 
means equating three newborn- 
days for one patient day) increased 
by 32 per cent between 1958 and 
1953. In the professional depart- 
ments, that increase (41 per cent) 
was double that of the nonprofes- 
sional departments (21 per cent). 
Professional departments account- 
ed for 58.6 per cent of the total 
weighted average per day cost in 
1958 and only for 54.9 per cent in 
1953. Under the general profes- 
sional care category, medical rec- 
ords costs increased 96.7 per cent. 
Central supply room salaries were 
up 80 per cent, probably in reflec- 
tion of the increased number of 
hospitals installing this service. 


SALARIES VS. SUPPLIES 


While total operating expenses 
increased by 41 per cent in the 
professional departments, salaries 
increased by 44.9 per cent, and 
supplies and expenses by 28.8 per 
cent between 1953 and 1958, the 
survey showed. 

For the nonprofessional depart- 
ments, the salary increase amount- 
ed to 22.8 per cent and the increase 
for supplies and expenses to 20.4 
per cent. The total operating ex- 
pense rose 21 per cent. 

In the professional departments, 
salary decreases were noted in the 
social service, and ambulance and 
motor categories—probably reflect- 
ing a drop in the number of em- 
ployees. 


HIGHEST INCREASE: ECG SALARIES 


The highest salary increase—277 
per cent—was noted in the electro- 
cardiograph department. Labora- 
tory salaries showed the next to 
highest rise: 66.6 per cent. 

In the supplies and expenses 
costs, there was a decrease under 
‘nursing and school” and under 
“ambulance and motor.” The sharp- 
est increase was noted in the out- 
patient department: 87.5 per cent. 
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In the nonprofessional depart- 
ments, salaries decreased in the 
laundry and operation of plant 
categories, probably reflecting ef- 
ficiency improvements which per- 
mitted staff reductions. Notably, 
one of the highest increases under 
supplies and equipment was for 
laundry, amounting to 48 per cent. 

Total per diem increase for 1958 














Publishers of HOSPITAL and MEDICAL RECORDS since 1907 








for your convenience— 


AUTHORITATIVE... COMPLETE... 


HOSPITAL INSURANCE FORMS 


APPROVED BY THE HEALTH 


INSURANCE COUNCIL AND 


RECOMMENDED BY THE AMERICAN HOSPITAL ASSOCIATION 


Essential for Reporting Information 


to Commercial Insurance Companies 


Help to minimize time required for compiling necessary 


insurance data .... Help patients receive reimbursements 


Form C-651: Individual Hospital Insurance Report 
(Corresponds to form IHF-1 of Health Insurance Council) 


Form C-652: Group Hospital Insurance Report 
(Corresponds to form HAP-4 of Health Insurance Council) 


Above forms can be printed to order with hospital name and address 


Write Dept. HIF for Sample Group 45 — “Insurance Forms” 








Physicians’ Kecord 


(Formerly at 161 W. Harrison St., Chicago, Ill.) 


3000 S. Ridgeland Avenue 


Company 


° Berwyn, Illinois 











under supplies and equipment was 
28.8 per cent in the professional 
and 20 per cent in the nonprofes- 
sional departments. 


FEWER EMPLOYEES PER PATIENT 


A comparison of the average 
number of employees per 100 
weighted patients showed that at 
the 18 New Jersey hospitals sur- 
veyed there were 3.34 fewer em- 


GOAL: $500,000 
PLEDGED: $565,000 











ployees per 100 patients in 1958 
(217.75) than in 1953 (221.09). 
The nonprofessional departments 
were responsible for the drop in 
employees per patient. The number 
of employees there dropped 6.08 
per cent, while it rose by 1.44 per 
cent in the professional depart- 
ments. Of total employees, 62 per 
cent were in the professional de- 
partments. . 








Drawing of new South Wing of Andrew Kaul Memorial Hospital, St. Marys, Pa. 
WITH KETCHUM, INC. FUND-RAISING DIRECTION, 


Andrew Kaul Memorial Hospital 
exceeds $500,000 mortgage-fund goal 


The mortgage on the new South Wing of the Kaul Memorial Hospital has 
been cancelled—thanks to the people of St. Marys, Pa., and surrounding 
communities. They pledged $565,000 against a mortgage-fund campaign 
goal of $500,000. Ketchum, Inc. served as professional fund-raising counsel. 

This was the second successful campaign Ketchum, Inc. directed for Kaul 
Memorial. The first was conducted in 1954, when a building-fund objective 
of $800,000 was oversubscribed. At the conclusion of the recent campaign, 
Andrew Kaul III, President of the Hospital Advisory Board, said of Ketchum, 
Inc., “It is our feeling that a very real part of the success can be attributed 


to your organization.” 


If your hospital is planning a fund-raising campaign, we will be happy to 
discuss your plans with you without obligation. 


won Ketchum, Inc. 
Direction of Fund-Raising Campaigns 
CHAMBER OF COMMERCE BUILDING 


PITTSBURGH IQ, PA. 


500 FIFTH AVENUE, NEW YORK 36, N.Y. 
8 SOUTH DEARBORN STREET, CHICAGO 3, ILL. 
JOHNSTON BUILDING, CHARLOTTE 2, N.C. 








Dentistry in the hospital 
(Continued from page 54) 


treatment of the total patient con- 
cept is developing, in which all the 
patient’s psychological, social and 
physical needs are met. Today we 
pay lip service to this concept, but 
tomorrow it will be a reality. 

Once, not so long ago, psychiatry 
stood on the side lines as a mysteri- 
ous field that had little or nothing 
to do with a patient’s physical ail- 
ments. Today we recognize that 
few illnesses do not contain some 
emotional component, and psychi- 
atry is rapidly becoming a part of 
medicine, of surgery, of obstetrics 
and of pediatrics. 

Dentistry cannot stay on the side 
lines much longer, or it will be- 
come completely isolated and left 
behind in the march of modern 
medicine. The need for psychiatric 
research in dental conditions, 
especially in the younger person, 
is obvious. Not quite as obvious, 
but certainly as important, is the 
need for the dental profession to 
become more closely identified 
with medicine. Failure to do so 
may even entail the risk of having 
physicians expand the scope of 
their service in the future to in- 
clude the specialty of dentistry, 
especially as the importance of the 
mouth and teeth to the general 
well-being of the patient becomes 
more readily understood and ac- 
cepted. 

To avoid this, and in the inter- 
ests of their own professional ad- 
vancement, dentists must join 
hands with physicians on profes- 
sional health objectives. There is 
no better place to do this than in 
the modern hospital, the central 
health agency of the community. ® 
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program to professionals 
(Continued from page 45) 


smashed. On one occasion, some 
small boys were caught breaking 
windows and brought to the ad- 
ministrator. She lectured them se- 
verely about damaging other peo- 
ple’s property; they were never 
seen around again. 

Another occurrence that always 
brings the guard is a game of tag 
played by a group of the neighbor- 
hood children on the hospital’s 
front lawn at about 9 or 10 p.m. 
It is a sight to see these small 
children jump the high wide 
hedge when they see him coming. 
But when a group of boys appear 
just after dark to hunt night crawl- 
ers, the guard permits them to 
make their search. 

New duties arise frequently for 
our guards. One recent morning, 
for example, a taxi careened into 
the parking lot, made a sharp right 
turn and screeched to a stop in 
front of the emergency entrance. 
The guard sprinted across the 50 
yards of parking lot and bounded 
up to the cab door in time to assist 
in delivering a 7-pound baby boy. 
The parents in gratitude named 
the baby after him. . 


(Continued from page 6) 


21-24 American Academy of General Prac- 
tice, 12th Annual Scientific Assembly, 
Philadelphia (Convention Hall) 

21-25 Dietary-Housekeeping-Nursing Depart- 
ments Relationships, Chicago (AHA 
Headquarters) 

22-24 Kentucky Hospital Association, Louis- 
ville (Kentucky Hotel) 

24-26 Louisiana Hospital Association, Baton 
Rouce (Bellemont Motor Hotel) 

28-30 New England Hospital Assembly, 
Boston (Hotel Statler) 

31-April 1 Georgia Hospital Association, 
Jekyll Island (Wanderer Motel) 


APRIL 


3-7 Annual Conference of Blue Cross 
Plans, Los Angeles (Statler Hotel) 
4-6 Administrators’ Secretaries, Dallas 
(Adolphus Hotel) 
4-6 Hospital Organization, Chicago (AHA 
Headquarters) 
4-7 Ohio Hospital Association, Columbus 
(Veterans Memorial Auditorium) 
4-8 American College of Physicians, San 
Francisco 
4-8 Nursing Service Administration, 
Omaha (Hotel Blackstone) 
11-15 Hospital Engineering, Minneapolis 
(Radisson Hotel) 
18-19 Insurance for Hospitals, Atlanta 
(Henry Grady Hotel) 
21-22 Carolinas-Virginias Hospital Confer- 
ence, Roanoke (Hotel Roanoke) 
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dont mask odors 


remove them! 





It’s easier—now—to get rid of odors than to ignore them or use half- 
way solutions to the problem. Simply wheel a Barnebey-Cheney 
activated carbon air purifier into place and plug it in. Air circulates 
through the activated charcoal filters, is discharged completely free 
from all odors, positively, quietly, continuously. No sprays, masking 
agents, or swabs needed. 


Modern, attractive units come in sizes to fit all requirements. The 
unit shown above is recommended for morgue, autopsy, cancer treating 
rooms up to 12,000 cubic feet. Write for Bulletin T-316 on positive 
odor control. Barnebey-Cheney, Columbus 19, Ohio. 


Mt. Carmel Hospital, Columbus, Ohio, is 
one of many using Barnebey-Cheney port- 
able air purifiers or odor control equip- 
ment in central air conditioning systems. 


activated charcoal air purification 


Barnebey 
Cheney 





25-28 American Dietetic Association, Los 
Angeles (Shrine Auditorium) 

25-28 Association of Western Hospitals, Los 
Angeles (Statler Hotel) 

27-29 Middle Atlantic Hospital Assembly, 
Atlantic City (Convention Hall) 

27-29 Midwest Hospital Association, Kansas 
City (Municipal Auditorium) 

28-29 Iowa Hospital Association, Cedar 
Rapids (Hotel Roosevelt) 


MAY 


Tri-State Hospital Assembly, Chicago 
(Palmer House) 
American Nurses’ Association, Miami 
Beach (Miami Beach Hall) 
Pan American Medical Association, 
35th Anniversary Congress, Mexico 
City (National Auditorium) 
Occupational Therapists, Chicago 
(AHA Headquarters) 
Southeastern Hospital Conference 
Miami Beach (Deauville Hotel) 
New Mexico Hospital Association, 
Albuquerque (Western Skies Hotel) 
Texas Hospital Association, Dallas 
(Statler Hilton Hotel) 
American Psychiatric Association, At- 
lantic City (Convention Hall) 
Upper Midwest Hospital Conference, 
Minneapolis (Auditorium) 
Massachusetts Hospital Association, 
Boston (Hotel Statler-Hilton) 
American National Red Cross, Kansas 
City 
Hospital Law, Washinaton, D.C. (Wil- 
lard Hotel) 
16-18 Patterns and Principles for Auxiliary 
Leaders, Chicago (AHA Headquarters) 
16-19 Hospital Dental Service, Atlanta 
(Henry Grady Hotel) 


23-26 Evening & Night Nursing Service Ad- 
ministration, Seattle (New Washino- 
ton Hotel) 

23-27 Dietary Department Administration, 
Washington, D.C. (Willard Hotel) 

26-27 Tennessee Hospital Association, Mem- 
phis (Peabody Hotel) 

30-June 2 Catholic Hospital Association, 
Milwaukee (Auditorium) 


JUNE 


6-10 Food Purchasing, Chicago (AHA 
Headqucrters) 

7-8 Maine Hospital Association, Rockland 
(Samoset Hotel) 

11-16 American Society of X-Ray Techni- 
cians, Cincinnati (Netherland Hilton 
Hotel) 

13-1§ Advanced Personnel Administration, 
Chicugo (AHA Headquarters) 

13-17 American Medical Association, Miami 
Beach (Miami Beach Hall) 

19-21 Michigan Hospital Association, Tra- 
verse City (Park Palace Hotel) 

19-24 American Society of Medical Tech- 
nologists, Atlantic City (Hotel Am- 
bassador) 

20-22 Mississippi Hospital Association, Bil- 
oxi (Buena Vista Hotel) 

20-24 Basic Hospital Pharmacy, Columbus 
(Ohio State University) 

20-24 Dietary Department Administra- 
tion, San Francisco (Whitcomb Hotel) 

24-26 Comie des Hospitaux du Quebec, 
Montreal (Show Mart) 

26-July 1 American Physical Therapy As- 
sociation, Pittsburgh (Penn-Sheraton 
Hotel) 

29-July 1 Nursing Home Administration, 
Chicago (AHA Headquarters) 





Building unity of purpose 
(Continued from page 60) 


the needs of personnel in order to 
develop them. 
3. Coordinating: 

@ She works closely with other 
nursing personnel, with allied 
groups, and with other depart- 
ments in planning educational pro- 
grams. 

4. Evaluating: 

@ She looks at assignment plans 
in relation to their opportunities 
for growth and job satisfaction. 

@ She analyzes educational pro- 
grams in relation to providing the 
standard of nursing care agreed 
upon. 

These graphs illustrate that su- 
pervisory competence can be meas- 
ured by the level of skill developed 
in the persons supervised. The 
prime responsibility of supervision 
is to accomplish the task through 
others. Skill in staff development 
spells the difference between suc- 
cess and failure. 

Carrying out our responsibilities 
of staff development, in whatever 








-.. at the Work Stand- 
ards System. 


The preliminary audit is an in- 
expensive survey which gives 
administrators an indication of 
the cleaning productivity pos- 
sible where the Work Stand- 
ards System is applicable. 
A 
LOW COST 


LOOK 


I. $. RAVDIN 
INSTITUTE 


An ISC counselor makes a one 
day analysis of your present 
housekeeping operation. This 
evaluation determines the ap- 
plicability of the Work Stand- 
ards System to your housekeep- 
ing operation and the benefits 
that might be expected. 


. .. . $5,880,000 patient-care building at 
the University of Pennsylvania Medical 
Center, is now under construction. 

The John F. Rich Company is proud of 
its part in making possible this significant 
forward step in medical care. 


You are invited to write or 
phone for details of the ISC 
preliminary audit. 
INDUSTRIAL 

SANITATION 

COUNSELORS 

2934 Cleveland Boulevard, 
Louisville 6, Ky. 

Telephone: TWinbrook 6-0342 
JOHN F. RICH COMPANY 


PHILADELPHIA 2, PA. 





3 PENN CENTER 


_ 
PasinG 
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uixams: Made for Emergency Room Economy 


Free Glove Handling Analysis ~~~-~-"~"-"-""4 


Every easy-on-and-off Quixam fits either hand; saves 
sorting and handling time; reduces costs where usage 
is greatest. Quixams are only one of the complete line 
of PIONEER Rollpruf Surgical and Hospital Gloves 
— all designed for positive savings on specific jobs. 
A PIONEER Glove Expert can help you save by 
making a complete analysis of your glove problems. 


Requested by 





Title, 





Hospital 








The PIONEER Rubber Company «+ 349 Tiffin Road Willard, Ohio 
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position we have, is one of our 
most important, satisfying func- 
tions. 

“Approached in this way, man- 
agement development is not so 
much a program as a state of mind, 
a way of life. It presupposes ac- 
ceptance of the principle that de- 
veloping one’s subordinates is a 
fundamental responsibility in any 
management job. It requires par- 
ticularly the conviction and en- 
couragement of top management, 
but is dependent as well on the 
wholehearted participation of all 
management echelons, for manage- 
ment development has no value 
except as the men concerned re- 
spond through improved perform- 
ance,””2 


AUTHORITY: TO BE DELEGATED 


In addition to staff development, 
we wish to emphasize another as- 
pect of the administrator’s job— 
delegation. Leaders at all levels 
must be delegated responsibility 
and authority commensurate with 
that responsibility. At lower lev- 
els subordinate supervisors break 
down the over-all goals of the 


GOAL: $500,000 
RAISED: $511,450 
LENGTH OF 


CAMPAIGN: 


hospital into specific targets for 
their divisions, departments, and 
units, and then move at the proper 
speed in harmony to the common 
goal, 

It is extremely important that 
all departments and services work 
toward becoming more self-sus- 
taining. A self-sustaining service 
is one in which the responsibilities 
of leadership can be picked up at 
any level. The “indispensable” di- 
rector, supervisor, or head nurse 
can never develop such a depart- 
ment or unit. A clearly defined line 
of leadership, a well prepared staff, 
plus a willingness to delegate re- 
sponsibility makes a department or 
service self-sustaining. 

“No program of management 
development will really produce 
results until every superior recog- 
nizes and discharges his personal 
1esponsibility for developing the 
people entrusted to his care. The 
key is greater delegation of au- 
thority, coupled with thoughtful, 
understanding handling of sub- 
ordinates to bring out their good 
qualities.” 


Nurses are fortunate because 


they have responsibilities which 
place them close to the patient. 
As the patient’s nurse, she has the 
privilege of being his constant 
companion and supporter. She 
must encourage, understand and 
follow up every aspect of his care 
program. Because it has so many 
implications for the patient’s at- 
titude and peace of mind, one of 
the nurse’s major roles is the de- 
velopment and maintenance of a 
cooperative and understanding re- 
lationship between the various 
groups of personnel concerned 
with patient care. Where this kind 
of relationship exists, overlapping 
functions will be smoothly worked 
out for the benefit of the individ- 
ual patient and we are assured that 
each patient’s plan of care will be 
part of a consistent whole, aimed 
at the accomplishment of a com- 
mon over-all objective. Ld 
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i3 weeks 


BANK OF PUBLIC SUPPORT 


Pay TO THE 
ORDER OF 


Mahopac, New York 


MAHOPAC HOSPITAL 


No. 16 


Sept. 10, 1959 


$511,450 





Five Hundred Eleven Thousand, Four Hundred Fifty 


Dollars 





797 WASHINGTON ST 


DECATUR 2-6020 


NEWTONVILLE 60, MASSACHUSETTS 


HOSPITALS, J.A.H.A. 





Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 


insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 





FOR SALE 


BIRTH CERTIFICATES: Your individual- 
ized birth certificates at standard stock 
form prices. Includes illustrations of your 
hospital. Available in several sizes in 
blue, le and/or white. Write for in- 
formation and samples from The Steck 
Company, Box 16, Austin 61, Texas. 








LABORATORY REPORT FORMS: Entirely 
new design of snap-out, carbon inter- 
leaved, hospital pgm oJ report forms. 
Gummed originals available in pads or 
snap-out sets in duplicate or triplicate. 
Write for information and samples from 
The Steck Company, Box-16, Austin 61, 
Texas. 


POSITIONS OPEN 


ASSOCIATE DIRECTOR OF NURSING 
SERVICE: starting salary $540 with annual 
increases to $657. Shares responsibility 
with Director Nursing Service for overall 
administration of Nursing Service of 

Bed County Hospital. Assists in Supervi- 
sion of Staff (approximately 600) and func- 
tions of Nursing Service. M. A. in Nursing 
Service Administration and/or Nursing 
Education, plus three years supervisory 
experience. Applicants write, wire, or 
phone Personnel Director, Sacramento 
County Hospital, Sacramento, California. 











ASSISTANT DIRECTOR OF ANESTHESI- 
OLOGY: 500 bed charity hospital, new 
building to be occupied in 1960, well 
equipped, ten operating rooms, recovery 
room. Excellent training programs in all 
specialties, twenty Interns, thirty-five 
Residents. Teaching program supervised by 
board certified physicians on staff. Eligible 
for board certification, California license 
required. Salary $1,096-$1,322, good climate 
rapidly growing community. Contact Medi- 
cal Director, Santa Clara County Hospital, 
San Jose, California. 





DIETITIAN-TEACHING: To teach nutri- 
tion and diet therapy in three-year inte- 
grated program, 180-200 students. Member 
of A.D.A. and teaching experience re- 
quired. Part-time assistance by present 
instructor until her retirement in June 
1961. Salary commensurate with educa- 
tion and experience. Apply Director of 
Nursing, Allentown Hospital, Allentown, 
Pennsylvania. 





REGISTERED COMBINATION X-RAY 

AND LABORATORY TECHNICIAN: 

ime -six bed hospital. College town of 

hirty minutes from large metro- 

= center. Apply Administrator, Crete 
unicipal Hospital, Crete, Nebraska. 


PHYSIO-THERAPIST: 300 bed general 
hospital. Apply Administrator, St. Joseph's 
Infirmary, Atlanta, Georgia. 
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CLASSIFIEDS 


DIRECTOR OF NURSING SERVICE: Op- 
portunity to participate in the further de- 
velopment and improvement of nursing 
service in a recently established university 
hospital. This hospital is JCHA approved 
and now has 300 beds open with expansion 
to 441 beds. Qualifications will include a 
masters degree and administrative experi- 
ence in a teaching hospital. Academic ap- 
pointment commensurate with qualifica- 
tions and teaching experience. The Medical 
center is comprised of the school of medi- 
cine, the school of nursing and the hospital. 
This teaching and research center, located 
in a university town, offers a stimulating 
environment, Liberal vacation and sick 
leave, group hospitalization and life in- 
surance program, and retirement program. 
Salary dependent upon qualifications and 
experience. Write Associate Director, Uni- 
versity of Missouri Medical Center, Co- 
lumbia, Missouri. 


OPERATING ROOM COORDINATOR: For 
500 bed General Hospital. Average of 800 
operations per month. Has supervisor to 
assist with service responsibilities, and 
clinical instructor to assist with student 
teaching. M.S. degree with experience 
desired. B.S. degree with broad experi- 
ence will be considered. Salary commen- 
surate with education and experience. 
Apply Director of Nursing, Allentown Hos- 
pital, Allentown, Pennsy vania. 





ADMINISTRATOR: 33-bed county owned 
and operated hospital, town of 1500. Rural 
coal mining community. 2 MD’s on. staff. 
Hospital must be self supporting, no esunty 
grants. Starting salary $500. Must have 
experience, training and references. Im- 
mediate opening. Contact Webster County 
Memorial Hospital, Webster Springs, W. 





OBSTETRICAL CLINICAL INSTRUCTOR: 
Responsible to Obstetrical Coordinator for 
planning and executing clinical instruc- 
tion and supervision. Assists with formal 
instruction, as necessary. Concurrent teach- 
ing and clinical experience. 180-200 stu- 
dents. M.S. degree and one or more years’ 
experience desired. B.S. degree with broad 
experience considered. Salary commen- 
surate with education and experience. 
Apply Director of Nursing, Allentown 
Hospital, Allentown, Pennsylvania. 


MEDICAL RECORD LIBRARIAN: regis- 
tered or eligible, two challenging oppor- 
tunities for professional development in 
medical records department of Johns Hop- 
kins Hospital. To a mature person, skilled 
in supervision, we offer a salary commen- 
surate with ability, paid holidays, vacations, 
sick leave and other benfits. Resume to 
Miss Ann Ball, Director, Medical Records 
and Statistics, The Johns Hopkins Hospital, 
Baltimore 5, Md. 








SALES ENGINEER: excellent opportunity 
for man with electrical or mechanical en- 
gineering experience to coordinate sales 
and marketing of a sensationally new and 
unique hospital building product. Experi- 
ence with all levels of the hospital market 
preferred. A good future with a leading 
manufacturer. Many employee benefits. All 
replies confidential. Send resume to V. P. 
Charge of Sales, Sunbeam Lighting Com- 
pany, 777 East 14th Place, Los Angeles 21, 
California. 





DIETITIAN: ADA member, Therapeutic 
or Administrative, for 325 bed hospital in 
western suburb 16 miles west of Chicago’s 
loop. Well equipped Dietary Department. 
Regular hours. 1 month vacation and other 
liberal = Seeey a a <a with 
ability. A L. Schoeneich, 
Chief Diet: ~4 ,_ —a-F Hospital, Elm- 
hurst, Ilinois. 





NURSE ANESTHETISTS: to complete staff 
of three for 85-adult bed hospital. Situated 
midway on Pennsylvania rnpike be- 
tween Pittsburgh and Harrisburg. Famous 
Resort Area. Salary open. liberal person- 
nel policies—Apply iss M. Valigorsky, 

-R.N.A., Memorial Hospital of Bedford 
County or telephone Collect—Bedford 655. 





ADMINISTRATOR: for Chronic Hospital, 
137 beds. Excellent opportunity for expe- 
rienced and wiliing individual. All appli- 
cations must be in writing and will = 
treated in confidence. Address J. R. 

gante, Q.C., President, Jewish Hospital of 
Hope, 10 St. James Street, E., Montreal, 

. Q. Canada. 


DIRECTOR OF NURSING SERVICE at La 
Crosse Lutheran Hospital. 250 bed. Excel- 
lent salary and other benefits. Degree in 
nursing service desired. Apply to Stanley 
L. Sims, Administrator, 1910 South Avenue, 
La Crosse, Wisconsin. 








CHIEF DIETITIAN: 245 bed—general ac- 
credited hospital, featuring ultra modern 
kitchen—Mealpack equipment. Progressive 
policies. Excellent Salary. Write James G. 
Carr, Jr., Administrator, Memorial Hospi- 
tal, Casper, Wyoming. 





REGISTERED PHARMACIST for 60 bed 
general hospital in S. W. Colorado. Apply 

Ha Clark, Adm. Southwest Memorial 
Hospital, Cortez, Colorado. 





NURSE ANESTHETISTS: for 220 bed com- 
munity hospital. Working with rivate 
group. Two full time M.D.'s, four Nurses, 
all gents & Techniques. Modernization 
| ae > going on. Two and one-half hours 
rom Boston & New York. Write G. J. 
Carroll, M.D. William W. Backus Hospi- 
tal, Norwich, Connecticut. 





ASSISTANT MEDICAL RECORD LIBRAR- 
IAN: 670 bed general hospital with large 
Out Patient Service. I.B.M., Terminal Digit 
and Soundex Procedures. Opportunity to 
supervise large staff. Liberal personnel poli- 
cies. Apply Personnel Director, Harper 
Hospital, Detroit, Michigan. 





PEDIATRIC: Director of Nursing Service; 
modern, well-equipped 40-bed, fully ac- 
credited General Children’s Hospital. De- 
pe and experience in Pediatrics pre- 
erred. Salary commensurate with 
qualicotiene. Apply Administrator, Mary 
ridge Children’s Hospital, Tacoma 5, 
Washington. 





X-RAY TECHNICIAN: Michigan Hospital, 
Female, registered or good experience. 
Living quarters available. Submit resu- 
me and salary required. Address HOSPI- 
TALS, Box J-63. 





ASSISTANT MEDICAL RECORD LIBRAR- 
IAN: Salary open. Contact Administrator, 
Holy Family Hospital, Manitowoc, Wis. 





oil OUR 63rd YEAR 
BL WOODWARD sees 


tz AP RALTLERL EA TR 


RAndolph 6-53682 


Ann Woodward offers her long estab- 
lished, strictly egg service to hos- 
pital ‘administrators, hysicians, nursing 
executives and others —~ shing to relocate 
in the medical and hospital fields. Oppor- 
tunities throughout America and abroad. 
To the institution seerganeeieg or aug- 
menting its staff, brochures of ose qual- 
ified to head medical and ancillary de- 
partments or for staff posts will be sub- 
mitted immediately upon request. 





THE MEDICAL BUREAU 
M, Burneice Larson, Director 


900 North Michigan Ave. 
Chicago 11, Illinois 


To physicians, hospital adr.inistrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an as- 
sociate, or the institution reorganizing or 
augmenting its staff, Burneice Larson of- 
fers the services of the Medical Bureau, 
All negotiations strictly confidential. Op- 
ortunities in all parts of America, includ- 
a8. countries outside continental United 
ates. 
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TRY “KEEN-EDGE” BLADES 


AT OUR RISK! 


There isn’t a better, sharper blade made and you 
can buy Keen-Edge as low as: 


$9.25 Per Gross 


Available in carbon steel in individual or rack pack. 


Also in: 
STAINLESS STEEL IN 
STERILE ENVELOPES 


Order a gross of your favorite number. Try them in 
surgery. If not satisfied return for full refund. Or, if 
you prefer, we'll send free samples. Specify blade 
number wanted. 


WOCHER’S 
609 College St., Cincinnati, O. 
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a new 
sound- 
color 


jum... 


“A new approach 
to the reduction 
of intracranial 
pressure with 
Urea-Invert 
sugar” 


(LYOPHILIZED UREA 
AND TRAVERT®#) 


; TRAVENOL LABORATORIES, INC ( 


BAXTER LABORATORIES, INC 


Morton Grove 


The clinical data presented in the film are taken 
from the case histories of more than 550 pa- 
tients who received urea-invert sugar solution 
[UREVERT'™] at the University of Wisconsin 
hospitals for a variety of cranial disorders. 

The use of Urevert to facilitate intracranial 
surgery in glioblastoma multiforme, optic nerve 
glioma, fronto-temporal meningioma, cerebellar 
astrocytoma and retrogasserian rhizotomy is 
illustrated. 

A comparison of Urevert with other hyper- 
tonic solutions demonstrates its superiority to 
such agents in reducing cerebrospinal fluid 
pressure and brain volume. 

For Your Group—showing of this 19 minute 
film may be arranged by writing to Medical 
Film Library, Travenol Laboratories, Inc., 
Morton Grove, Illinois. 








University Microfilms 
313 North First Street 
Ann Arbor, Mich. 





Time-tésted OXYCEL (oxidized cellulose, Parke-Davis promptly achieves surgical 
hemostasis following capillary and other small-vessel bleeding. Applied directly from 


the container. OX\( EL readily conforms to wound surfaces 
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